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Preconference  Skills-Building  Workshops:  Wednesday,  October  11,  2000 

I-Al  Designing  a  Community  Based  Interpreter  Service 

Priscilla  M.  Coudoux  Program  Director,  Community  Health  Connect,  Northern  Virginia 
Area  Health  Education  Center 

Karin  Ruschke,  MA  President,  International  Language  Services 

I- A2  Using  Bilingual  Staff  to  Meet  Linguistic  and  Cultural  Needs 

Clair  Matthews  Manager  Multicultural  Health  Services,  Liverpool  Health  Services 

II- A1  Teaching  Physicians  For,  About  and  By  the  Community 

Elizabeth  A.  Jacobs,  MD,  AMPP  Clinician  Researcher,  Division  of  General  Medicine 
&  Primary  Care,  Cook  County  Hospital;  Assistant  Professor  of  Medicine,  Rush 
Medical  College 

Claire  Kohrman,  PhD  Director  of  Research  and  Development,  Westside  Health 
Authority 

Dennis  Vickers,  MD,  MPH  Chairman,  Ambulatory  Pediatrics,  Cook  County  Hospital 

II- A2  Accessing  Sacred  Stories:  Cultural  and  Spiritual  Assessment  in  a  Clinical  Setting 

Rev.  David  F.  Berg,  MA,  MDiv  Chaplain  Supervisor,  Fairview  Recovery  Services, 
Fairview  University  Medical  Center 

III- A  Cultural  Competence  Curriculum  Development  (full  day  workshop) 

Joseph  R.  Betancourt,  MD,  MPH  Assistant  Professor  of  Medicine  and  Public  Health, 
Associate  Director,  Center  for  Multicultural  and  Minority  Health,  Weill  Medical 
College  of  Cornell  University,  New  York  Presbyterian  Hospital 
Melanie  Tervalon,  MD,  MPH  Assistant  Adjunct  Professor,  School  of  Medicine, 

Department  of  Anthropology,  History  and  Social  Medicine,  University  of  California, 
San  Francisco 

Ronald  D.  Garcia,  PhD  Senior  Lecturer,  Family  and  Community  Medicine;  Director, 
Hispanic  Center  of  Excellence  and  Health  Careers  Opportunity  Program;  Assistant 
Dean  for  Minority  Affairs;  Stanford  School  of  Medicine 
Alexander  R.  Green,  MD.  Assistant  Professor  of  Medicine,  Associate  Director,  Primary 
Care  Internal  Medicine  Residency,  Weill  Medical  College  of  Cornell  University 
Amanda  Houston-Hamilton,  DMH  Associate  Clinical  Professor,  Department  of 
Psychiatry;  Specialist,  Department  of  Medical  Anthropology,  University  of 
California,  San  Francisco 

Jeffrey  M.  Ring,  PhD  Director  of  Behavioral  Sciences,  Family  Practice  Residency 
Program,  White  Memorial  Medical  Center 
Henry  Ng  4th  year  medical  student,  Michigan  State  University  Medical  School 

IV- A  Building  Culturally  Competent  Community  Partnerships-  The  Next  Level 

Ira  SenGupta,  MA  Cultural  Competency  Training  Manager,  Cross  Cultural  Health  Care 
Program 

V- A  Advocacy  and  Policy  Development  for  Assuring  Cultural  Competence  in  Health  Care,  Part  / 

Heng  L.  Foong  Program  Director,  PALS  for  Health  (Pacific  Asian  Language  Services) 
Deeana  Jang,  JD  Senior  Civil  Rights  Analyst,  Office  for  Civil  Rights,  US  Department  of 
Health  and  Human  Services 

Jane  Perkins,  JD,  MPH  Director  of  Legal  Affairs,  National  Health  Law  Program 
Karin  Wang,  JD  Staff  Attorney,  Asian  Pacific  American  Legal  Center 
Doreena  Wong,  JD  Staff  Attorney,  National  Health  Law  Program 

II-B 1  Cultural  Competence  for  Physicians  Serving  Hispanic/Latino  Patients 

Ahmed  Calvo,  MD  Director  of  Medical  Education,  Scripps/USCD  Family  Practice 
Residency  Program;  Medical  Director,  Scripps  Otay  Family  Health  Center 
Rafael  Gonzalez-Amezcua,  MD  Clinical  Instructor  in  Medicine,  University  of 
California,  San  Francisco  School  of  Medicine;  Staff  Physician,  On  Lok  Senior 
Health  Services 

Conchita  M.  Paz,  MD  Faculty  Member,  University  of  New  Mexico  School  of  Medicine 
and  Southern  New  Mexico  Family  Practice  Residency  Program 
Elena  Rios,  MD,  MSPH  President,  National  Hispanic  Medical  Association 


Norma  Iris  Villanueva,  MD  Medical  Consultant,  Council  of  Spanish  Speaking 
Organizations  of  Lehigh  Valley;  Clinical  Assistant  Professor,  SUNY  Downstate 
Medical  Center 

II- B2  Using  Cultural  Competence  for  Workforce  Growth  and  Development 

Ira  SenGupta,  MA  Cultural  Competency  Training  Manager,  Cross  Cultural  Health  Care 
Program 

III- B  Cultural  Competence  Curriculum  Development  (continuation  from  the  morning) 

Continuation  from  morning  session,  III- A. 

IV- B  Improving  Organizational  Cultural  Competence:  Assessment  and  Services  Planning 

Dennis  P.  Andrulis,  PhD,  MPH  Research  Professor,  Department  of  Preventive 
Medicine  and  Community  Health,  SUNY  Downstate  Medical  Center 
John  O’Brien  Chief  Executive  Officer,  Cambridge  Health  Alliance 

V- B  Advocacy  and  Policy  Development  for  Assuring  Cultural  Competence  in  Health  Care,  Part  II 

Same  faculty  as  morning  session,  V-A. 


Main  Conference  Sessions 


Day  One:  Thursday,  October  12,  2000 

Opening  Plenary  Session 

Warren  T.  Furutani  Elected  Trustee,  Los  Angeles  Community  College  District; 

Consultant  to  the  Speaker,  California  Assembly  Speaker,  Robert  Hertzberg 
Julia  Puebla  Fortier  Director,  Resources  for  Cross  Cultural  Health  Care 
Dennis  P.  Andrulis,  PhD,  MPH  Research  Professor,  SUNY  Downstate  Medical  Center 
Nathan  Stinson,  Jr.,  PhD,  MD,  MPH  Deputy  Assistant  Secretary  for  Minority  Health, 
US  Department  of  Health  and  Human  Services 

Keynote  Address: 

Reed  Tuckson,  MD  Senior  Vice  President  for  Professional  Standards,  The  American 
Medical  Association 

Plenary  Session:  What's  the  case  for  providing  culturally  competent  services?  Is  there  a  place  for  a 
national  strategy  on  promoting  cultural  competency  in  health  care ? 

Michael  M.  Hash  Acting  Administrator,  Health  Care  Financing  Administration 
Irene  M.  Ibarra,  JD  CEO,  Alameda  Alliance  for  Health 


THEME  ONE  WORKSHOPS:  The  Needs  of  Diverse  Communities  and  Health  Care 
Providers  Under  One  Mission 

1-1  Roles  of  Governing  Boards  in  Providing  Care  to  Culturally  Diverse  Communities 
Carrie  Broadus  Board  of  Governors  L.A.  Care  Health  Plan 

Charles  F.  McMillan  McMillan  and  Associates;  Past  Board  Chair,  Memorial  Health 
University  Medical  Center,  Savannah,  GA 
1-2  Community  Advisory  Committees:  Successes  and  Challenges 

Margie  Akin,  PhD  Cultural  and  Linguistic  Services  Specialist,  Molina  Healthcare,  Inc. 
Linda  Jones  Community  Relations  Liaison,  L.A.  Care  Health  Plan 
1-3  Improving  the  Quality  of  Language  Assistance:  Reports  from  the  Cutting  Edge  in  Medical 
Interpretation 

Maria-Paz  Beltran  Avery,  PhD  Senior  Research  Associate,  Education  Development 
Center,  Inc.;  Massachusetts  Medical  Interpreters  Association 
Carola  E.  Green  Team  Leader,  Interpreter  Services  Department,  Cedars-Sinai  Medical 
Center;  Vice-President,  California  Healthcare  Interpreters  Association; 

Shiva  Bidar-Sielaff  Board  of  Directors,  National  Council  on  Interpretation  in  Health 
Care 

1-4  Leadership ,  the  Business  Case,  and  the  Challenges  of  Being  a  Culturally  Responsive 

Organization 

John  O’Brien  President,  Cambridge  Health  Alliance 

Hamish  Robertson  Multicultural  Health  Unit,  South  East  Sydney  Area  Health  Service 


1-5  Why  Choose  Cultural  Competence:  The  Impact  of  Internal  and  External  Factors  on  the 
Decision-making  Process 

Neils  Agger-Gupta,  MA  Doctoral  Candidate,  Fielding  Institute 

Julia  Henion  RN,  MBA  Associate  Administrator  Ambulatory  Care  Services, 

Harborview  Medical  Center 

Thomas  D.  Lonner,  PhD  Research  Manager,  Cross  Cultural  Health  Care  Program 
J.  Carey  Jackson,  MD,  MPH,  MA  Medical  Director,  International  Medicine  Clinic, 
Harborview  Medical  Center 

1-6  Public  Health  Systems  and  Managed  Care  Organizations  Respond  to  Cultural  Diversity 

Vinodh  Kutty  Project  Coordinator,  Hennepin  County  Project  for  Multi-Cultural  Service 
Delivery 

Kelvin  Quan  CFO  &  General  Counsel,  Alameda  Alliance  for  Health 
1-7  Meeting  the  Health  Needs  of  American  Indians  and  Alaska  Natives 

Theda  McPheron  Keel  President  &  Chief  Executive  Officer,  Wind  Hollow  Foundation 
Laura  A.  Williams,  MD,  MPH  Assistant  Clinical  Professor,  Department  of  Family 
Medicine,  Director  of  Community  Medicine  and  Outreach  to  Special  Populations, 

UC  Irvine  College  of  Medicine 

1-8  Sifting  Through  Cultural  Competency/  Diversity  Training  Programs: 

Trainer  and  Client  perspectives  on  essential  elements  and  techniques 

Laura  Avakian,  MA  Vice  President-Human  Resources,  Massachusetts  Institute  of 
Technology 

Suzanne  Salimbene,  PhD  President,  Inter-Face  International 
Lecture  1  Strategies  to  Enhance  the  Diversity  of  the  Health  Professions  Workforce:  National  and  State 
Initiatives 

Vanessa  Northington  Gamble,  MD,  PhD  Vice  President  for  Community  and  Minority 
Programs,  Association  of  American  Medical  Colleges 
Bram  Briggance,  MA  Associate  Director,  California  Workforce  Initiative,  Center  for  the 
Health  Professions,  University  of  California,  San  Francisco 
Lecture  2  Measuring  Patient  Satisfaction  Among  Culturally  Diverse  Populations 

Tom  Delbanco,  MD  Richard  and  Florence  Koplow  -  James  Tullis  Professor  of  General 
Medicine  and  Primary  Care,  Harvard  Medical  School;  Chief,  Division  of  General 
Medicine  &  Primary  Care,  Beth  Israel  Deaconess  Medical  Center;  Founding  Chair, 
The  Picker  Institute 

Calvin  Freeman  Principal,  Calvin  Freeman  and  Associates 

Leo  S.  Morales,  MD,  PhD  Assistant  Professor,  University  of  California  at  Los  Angeles; 
Consultant,  RAND  Health  Program 

Moderator:  Ann  Monroe  Director,  Quality  Initiative,  California  Healthcare  Foundation 

Roundtable  Discussions 

A.  Challenges  of  translating  written  materials  for  large  organizations 

Elizabeth  Butler  Director,  Division  of  Beneficiary  Measures,  Standards  and 
Intervention,  Center  for  Beneficiary  Services,  Health  Care  Financing 
Administration 

Ruth  Coles  Leader  of  Diversity  Resources,  Providence  Health  Care 
Bonita  H.  Jacques,  MSW  Chief  Office  of  Administrative  Resources, 
Washington  State  Department  of  Social  and  Health  Services 
Aracely  Rosales  Program  Director,  Latino  Health  Literacy  Project,  Health 
Promotion  Council  of  Southeastern  Pennsylvania,  Inc. 

Ilona  Lee  Manager,  New  South  Wales  Multicultural  Health  Communication 
Service  (invited,  but  unable  to  attend) 

Moderator:  Julia  Puebla  Fortier  Director,  Resources  for  Cross  Cultural  Health 
Care 


B.  Building  a  Foundation  Strategy  for  Improving  the  Quality  of  Care  for  Diverse 
Populations 

Joseph  R.  Betancourt,  MD,  MPH  Assistant  Professor  of  Medicine  and  Public 
Health,  Associate  Director,  Center  for  Multicultural  and  Minority  Health, 
Weill  Medical  College  of  Cornell  University,  New  York  Presbyterian 
Hospital 

Magda  L.  Garcia,  PhD  Research  Associate,  University  of  Texas  Health 
Science  Center 

Maren  Monsen,  MD  Senior  Research  Scholar,  Filmmaker  in  Residence,  Center 
for  Biomedical  Ethics,  Stanford  University 

Moderator:  Dora  Hughes,  MD,  MPH  Program  Officer,  The  Commonwealth 
Fund 


Day  Two:  Friday,  October  13,  2000 


Breakfast  Breakthrough  Session:  Exploring  Attitudes,  Biases,  and  Stereotypes:  The  Challenge  of 
Cultural  Self-Awareness 

Jeffrey  M.  Ring,  PhD  Director  of  Behavioral  Sciences,  Family  Practice  Residency  Program, 
White  Memorial  Medical  Center 

Plenary  Session:  How  Do  We  Achieve  Cultural  Competence  in  the  Health  Professions? 

Josepha  Campinha-Baeote,  PhD,  RN,  FAAN  Transcultural  Health  Care  Consultant, 
Transcultural  C.A.R.E. 

Vince  Pasquariello,  MD  Kaiser  Permanente  Northern  California  Diversity  Council 


THEME  2  WORKSHOPS:  CULTURAL  COMPETENCE  AND  THE  CLINICAL  Encounter:  SERVICE 
Delivery  and  Training  Implications  for  Health  Organizations  and  Health  Professionals 


2-1  Innovations  in  Cultural  Competency  Curriculum  Development  for  Health  Professions 
Education 

Sara  Axtell,  PhD  University  of  Minnesota  Medical  School 
Francis  G.  Lu,  MD  Clinical  Professor  of  Psychiatry,  University  of  California,  San 
Francisco 

Moderator/  Discussant:  Deborah  Danoff,  MD  Assistant  Vice  President,  Division  of 
Medical  Education,  Association  of  American  Medical  Colleges 
2-2  Management  of  Chronic  Conditions  in  Diverse  Populations 

Osbourne  Blake,  MD  Southern  California  Permanente  Medical  Group 
Ruben  Halperin,  MD  Southern  California  Permanente  Medical  Group 
Katie  Lai,  PharmD,  CDE  International  Medicine  Clinic,  Harborview  Medical  Center 
Doris  Piccinin,  MS,  RD  International  Medicine  Clinic,  Harborview  Medical  Center 
2-3  Training  Health  Professionals  in  Culturally  Competent  Environments 

Robert  Fleming  Director,  Office  of  Diversity,  Harvard  Pilgrim  Health  Care 
Brian  Kan,  MD,  MSC  Assistant  Clinical  Professor,  Internal  Medicine  and  Pediatrics, 
UCLA  School  of  Medicine,  Cedars-Sinai  Medical  Center 
Norma  Rosales,  MD  Assistant  Clinical  Professor  of  Pediatrics,  UCLA  School  of 
Medicine,  Venice  Family  Clinic 
2-4  Culturally  Appropriate  Mental  Health  Treatment 

Albert  C,  Gaw,  FAPA,  MD  Medical  Director,  Mental  Health  Rehabilitation  Facility, 
City  and  County  of  San  Francisco 

Lucy  Fisher,  RN,  MSN,  CNS  Director  of  Staff  Development,  Mental  Health 
Rehabilitation  Facility,  City  and  County  of  San  Francisco 
Sailaja  Menon,  MS,  CAGS  Director,  Refugee  Mental  Health  and  Training  Services, 
Center  for  Multicultural  Human  Services 


2-5  The  Cost  and  Cost  Benefits  of  Interpreter  Services:  Research  from  the  Cutting  Edge 

M.  Jean  Gilbert,  PhD  Medical  Anthropologist,  California  State  University,  Long  Beach 
Elizabeth  A.  Jacobs,  MD,  AMPP  Clinician  Researcher,  Division  of  General  Medicine 
&  Primary  Care,  Cook  County  Hospital;  Assistant  Professor  of  Medicine,  Rush 
Medical  College 

2-6  Race,  ethnicity  and  culture  in  the  provision  of  pharmaceutical  care 

Kathryn  A.  Phillips,  PhD  Associate  Professor,  Clinical  Pharmacy,  School  of  Pharmacy, 
University  of  California,  San  Francisco 

Sharon  Youmans,  PharmD  Staff  Pharmacist  and  Asst.  Clinical  Professor,  School  of 
Pharmacy,  University  of  California,  San  Francisco 
Michael  E.  Winter,  PharmD  Professor  and  Vice  Chair,  Department  of  Clinical 
Pharmacy,  School  of  Pharmacy,  University  of  California,  San  Francisco 
Moderator/ Discussant:  Christopher  Cullander,  PhD  Assistant  Dean  for  Student  and 
Curricular  Affairs,  School  of  Pharmacy,  University  of  California,  San  Francisco 
2-7  Access  to  HIV/AIDS  Services  for  Culturally  Diverse  Populations 

Ruth  Browne  Executive  Director,  Arthur  Ashe  Institute  for  Urban  Health 
Tashi  Chodon  Diversity  Trainer,  Asian  and  Pacific  Islander  Coalition  on  HIV/AIDS 
(APICHA) 

Bob  Teague,  MSSW  Training  Coordinator,  San  Francisco  Area  AIDS  Education  and 
Training  Center,  Department  of  Family  and  Community  Medicine,  University  of 
California,  San  Francisco 
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Andy  Anderson  Associate  Director  of  Managed  Care,  California  Rural  Indian  Health 
Board 

Linda  Navarro  Director  of  Public  Information  &  Training,  California  Rural  Indian 
Health  Board 

Joseph  Saulque  Chair,  California  Rural  Indian  Health  Board 
Lecture  1  The  Nursing  Workforce  and  Cultural  Competence 

Beverly  Malone,  PhD,  RN,  FAAN  Deputy  Assistant  Secretary  for  Health,  US 
Department  of  Health  and  Human  Services 

Tina  McRee  Research  Associate,  California  Workforce  Initiative  (CWI),  Center  for  the 
Health  Professions,  University  of  California,  San  Francisco 
Lecture  2  Provider  Culture,  Patient  Diversity  and  the  Influence  on  Treatment  Decisions 

Glenn  Flores,  MD  Assistant  Professor  of  Pediatrics  and  Public  Health,  Boston 
University  School  of  Medicine 

Mack  Lipkin,  MD  Director,  Division  of  Primary  Care,  New  York  University  School  of 
Medicine 

Moderator:  Lee  M.  Paehter,  DO  Associate  Professor,  Pediatrics  and  Anthropology; 
Head,  Division  of  General  Pediatrics,  University  of  Connecticut  School  of  Medicine 

Lunch  Address:  The  Vision  of  the  California  Endowment  for  Multicultural  Health 
Bob  Ross  Chief  Executive  Officer,  The  California  Endowment 
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3-1  Listening  to  Patients  about  Culturally  Competent  Care:  Qualitative  and  Quantitative  Methods 
Carl  Ellison  Vice  President,  Memorial  Hospital  of  South  Bend  (invited,  but  unable  to 
attend) 

Robert  Fleming  Director,  Office  of  Diversity,  Harvard  Pilgrim  Health  Care 
3-2  Organizational  Transformation 

Janice  Dreachslin,  PhD  Associate  Professor,  Great  Valley  School  of  Graduate 
Professional  Studies,  Pennsylvania  State  University 
Tawara  Goode  Director,  National  Center  for  Cultural  Competence 
Ira  SenGupta,  MA  Cultural  Competency  Training  Manager,  Cross  Cultural  Health  Care 
Program 


3-3  Setting  up  and  Running  a  Hospital  Based  Interpreter  System 

Wilma  Alvarado-Little  Coordinator  of  Interpreter  Services,  Children’s  Memorial 
Hospital 

Shiva  Bidar-Sielaff  Coordinator  of  Interpreter  Services,  University  of  Wisconsin 
Hospital  &  Clinics 

Ellen  Ran  Community  Outreach  and  Training  Coordinator,  Interpreter  Services, 
Hennepin  County  Medical  Center 

3-4  Cultural  Competence  in  Health  Care  Organisations:  The  Australian  S.O.F.I.  Model 

Sam  Choucair,  RN  Director,  Multicultural  Health  Unit,  South  East  Sydney  Area  Health 

Service 

Hamish  Robertson  Multicultural  Health  Unit,  South  East  Sydney  Area  Health  Service 

3-5  Participatory  Quality  Improvement  (PQI)(c):  A  New  Methodology  for  Integrating  Cultural 
Diversity  into  Improvement  Processes 

Joanne  Kairvs,  MPH  Executive  Director,  Center  for  Healthy  Families  and  Cultural 
Diversity 

Christine  Stroebel,  MPH  Health  Educator,  Center  for  Healthy  Families  and  Cultural 
Diversity 

3-6  Assessing  Cultural  Competence  Across  Organizations 

Magda  L.  Garcia,  PhD  Research  Associate,  School  of  Public  Health,  University  of 
Texas  Health  Science  Center 

Debra  Vredenburg,  PhD  Instructor,  School  of  Professional  Psychology,  Wright  State 
University 

3-7  Diversity  and  a  Changing  Health  Economy:  Specific  Challenges  Facing  Rural  Areas 
Sherlyn  Dahl  Executive  Director,  Family  Health  Care  Center 
Marguerite  Salazar  President/  CEO,  Valley  Wide  Health  Services 

Lecture  1  Cultural  and  Linguistic  Competence  Standards:  Consumers  and  Providers  respond  to  the 
final  recommendations  from  the  HHS  Office  of  Minority  Health 

Julia  Puebla  Fortier  Director,  Resources  for  Cross  Cultural  Health  Care 
Rowena  Bonoan  Manager,  Family  Health,  Washington  Business  Group  on  Health 
Miya  Iwataki  Director,  Office  of  Diversity  Programs,  Los  Angeles  County  Department 
of  Health  Services 

Guadalupe  Pacheco,  MSW  Special  Assistant  to  the  Director,  Office  of  Minority  Health, 
US  Department  of  Health  and  Human  Services 

Lecture  2  Health  Literacy  and  cultural  competence:  Approaches  and  challenges  in  designing  health 
informational  materials  for  low-literate  or  non-literate  populations 

Aracely  Rosales  Program  Director,  Latino  Health  Literacy  Project,  Health  Promotion 
Council  of  Southeastern  Pennsylvania,  Inc. 

Dean  Schillinger,  MD  Assistant  Professor  of  Medicine,  Division  of  General  Internal 
Medicine,  UCSF,  San  Francisco  General  Hospital 
Mark  V.  Williams,  MD  Assistant  Professor  of  Medicine,  Division  of  Medicine,  Emory 
University  School  of  Medicine 

Moderator:  George  Flouty,  MD  Medical  Director,  Public  Health  Programs,  Pfizer  Inc 


Plenary  Session:  “Managed  Care  and  Culturally  Diverse  Populations” 
George  Halvorson  President  and  CEO,  HealthPartners 


Roundtable  Discussions 


C.  What  are  the  critical  elements  of  cultural  competence  training? 

Sara  Axtell,  PhD  University  of  Minnesota  Medical  School 
Deborah  Danoff,  MD  Assistant  Vice  President,  Division  of  Medical  Education, 
Association  of  American  Medical  Colleges 
Sunita  Mutha,  MD  Director,  The  Network,  California  Workforce  Initiative, 
Center  for  the  Health  Professions,  University  of  California,  San  Francisco 
Ira  SenGupta,  MA  Cultural  Competency  Training  Coordinator,  Cross  Cultural 
Health  Care  Program 

Elena  Rios,  MD,  MSPH  President,  National  Hispanic  Medical  Association 
Moderator:  Julia  Puebla  Fortier  Director,  Resources  for  Cross  Cultural  Health 
Care 


D.  Challenges  and  Successes  of  Conducting  Cultural  Competence  A  ssessments 

Sam  Choucair,  RN  Director,  Multicultural  Health  Unit,  South  East  Sydney 
Area  Health  Service 

Janice  Dreachslin,  PhD  Associate  Professor,  Great  Valley  School  of  Graduate 
Professional  Studies,  Pennsylvania  State  University 
Magda  L.  Garcia,  PhD  Research  Associate,  School  of  Public  Health, 
University  of  Texas  Health  Science  Center 
Tawara  Goode  Director,  National  Center  for  Cultural  Competence 
Debra  Vredenburg,  PhD  Instructor,  School  of  Professional  Psychology, 
Wright  State  University 

Moderator:  Dennis  P.  Andrulis,  PhD,  MPH  Research  Professor,  SUNY 
Downstate  Medical  Center 


Day  Three:  Saturday,  October  14,  2000 

Plenary  Session:  Federal  and  State  Governments  Set  the  Standard  for  Serving  Culturally  Diverse 
Populations 

Thomas  E.  Perez,  JD  Director,  Office  for  Civil  Rights,  US  Department  of  Health  and  Human 
Services 

Bonita  H.  Jacques,  MSW  Chief  Office  of  Administrative  Resources,  Washington  State 
Department  of  Social  and  Health  Services 


THEME  4  WORKSHOPS:  Trends  in  Policy  Development  to  Assure  Access  to  Quality  Health  Care 
for  Culturally  Diverse  Communities 


4-1  Policy  and  Advocacy  Related  to  the  Needs  of  Immigrant  Children  and  their  Families 
Ann  Morse  Program  Manager,  Immigrant  Policy,  National  Conference  of  State 
Legislatures 

Doreena  Wong,  JD  Staff  Attorney,  National  Health  Law  Program 
4-2  Reducing  Racial  and  Ethnic  Disparities  in  Health:  How  cultural  competence  fits 
into  the  research  and  demonstration  agenda  ofUSDHHS 

Denice  Cora-Bramble,  MD  Senior  Medical  Advisor  on  Cultural  Competence,  Office  of 
the  Director,  Bureau  of  Primary  Health  Care 
Imani  Ma'at-Shambhala,  EdD  Director,  Reach  2010  Demonstration  Program,  Centers 
for  Disease  Control  and  Prevention 
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Advocacy  on  Language  Services  for  Health  Care 

Deeana  Jang,  JD  Senior  Civil  Rights  Analyst,  Office  for  Civil  Rights,  US  Department  of 
Health  and  Human  Services 

Ernest  Winsor,  LLB  Staff  Attorney,  Massachusetts  Law  Reform  Institute 

4-3  Civil  Rights  Law  and  Language  Services:  Crafting  an  Agreement  Between  a  Provider  and  the 
Federal  Government 

Mary  O’Meara,  M.Phil,  JD  Interpreter  Services  Coordinator,  Maine  Medical  Center 
Ira  Pollack  Regional  Manager,  Office  for  Civil  Rights,  US  Department  of  Health  and 
Human  Services 

4-5  Cultural  and  Linguistic  Competence  in  Medicaid  Managed  Care 

Tamara  Allen  Office  for  Managed  Care,  Health  Resource  and  Services  Administration 
Melba  Hinojosa,  MA,  RN  Health  Plan  Advisor,  MediCal  Managed  Care,  California 
Department  of  Health  Services 

4-6  How  State  Governments  are  Tackling  Cultural  Competence 

J.  Ruben  Lozano,  PharmD  Deputy  Director  for  Program  Compliance,  California  State 
Department  of  Mental  Health 

Laurie  Nsiah-Jefferson,  MPH  Research  Scientist,  New  Jersey  Department  of  Health 
and  Senior  Services 

4-7  Outcomes  Measurement  and  Cultural  Diversity 

Joachim  O.  F.  Reimann,  PhD  Investigator,  Center  for  Behavioral  Epidemiology  & 
Community  Health,  Graduate  School  of  Public  Health,  San  Diego  State  University 
Dave  Thom,  MD,  PhD  Director,  Stanford  Geriatric  Education  Center,  Stanford 
University 

Lecture  1  Public  Health  Departments  and  Cultural  Competence:  Directors  describe  how  to  integrate 

cultural  competence  into  organizational  structure  and  the  delivery  of  public  health  services 
Mark  Finucane  Director,  Los  Angeles  County  Department  of  Health  Services 
Lillian  Shirley  Director,  Multnomah  County  Department  of  Health 
Nancy  Pena  Interim  Director,  Department  of  Mental  Health,  Santa  Clara  Valley  Health 
and  Hospital  System 

Moderator:  Wendy  Jameson,  MPP,  MPH  Director,  California  Health  Care  Safety  Net 
Institute 

Lecture  2  Collecting  Data  on  Race,  Ethnicity,  and  Language:  Perspectives  from 
Government  and  the  Frontline 

Wendy  L.  Quan,  RN,  MS  Assistant  Medical  Group  Administrator/  Director  of 
Ambulatory  Administrative  Services,  Kaiser  Permanente 
Violet  Ryo-Hwa  Woo,  MS,  MPH  Program  Analyst,  Office  of  Minority  Health,  US 
Department  of  Health  and  Human  Services 
Moderator:  Elizabeth  A.  Jacobs,  MD,  AMPP  Clinician  Researcher,  Division  of 
General  Medicine  &  Primary  Care,  Cook  County  Hospital;  Assistant  Professor  of 
Medicine,  Rush  Medical  College 


Plenary  Session:  Role  of  Foundations  in  Supporting  Culturally  Competent  Health  Care 

Malcolm  Williams,  MPP  Senior  Program  Associate,  Grantmakers  in  Health 
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Debra  R.  Cohen,  MPH  Health  Educator,  Kaiser  Permanente 
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Kathy  Salmonson,  RN,  BSN  Nursing  Consultant,  Center  for  Children  with  Special  Needs  and  Chronic 
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Implementing  New  Technology  to  Provide  Interpreter  Services 
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Paul  Burns  Interpreter  Quality  Control  and  Ethics  Program  Inspector,  CyraCom  International,  Inc. 
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Adulthood 
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Care 

Evelyn  Labun,  RN,  DNSc  Assistant  Professor,  College  of  Nursing,  University  of  North  Dakota 
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Perception  of  Need  for  Linguistic  Interpreters  and  Effects  on  Implementing  Programs 
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Youth 

Patricia  Perez-Arce,  PhD  Health  Center  Director,  Castro  Mission  Health  Center 
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Executive  Summary 


The  “Second  National  Conference  on  Quality  Health  Care  for  Culturally  Diverse 
Populations:  Strategy  and  Action  for  Communities,  Providers,  and  a  Changing  Health 
System,”  held  October  2000,  convened  nearly  600  providers,  policymakers,  and 
community  representatives  from  33  states  and  3  countries  to  address  the  challenges  and 
successes  of  implementing  culturally  competent  services.  This  conference  is  part  of  a 
continuing  national  series  that  is  the  first  to  apply  a  multi-disciplinary,  systems  oriented 
approach  to  implementing  cultural  competence  in  health  care.  One  hundred  fourteen 
experts,  including  health  care  executives,  cultural  competence  trainers,  interpreters, 
researchers,  educators  and  representatives  from  government,  managed  care,  and  diverse 
communities,  reported  on  model  programs,  presented  updates  on  federal  initiatives,  and 
discussed  innovative  approaches  for  incorporating  cultural  competence  into  the  provision 
of  health  care  services.  The  goal  of  the  national  conference  series  is  to  raise  awareness, 
teach  skills,  and  use  participant  input  to  advance  national  policy  and  local  agendas. 

This  document  synthesizes  content  of  the  second  national  conference,  highlighting  model 
programs  and  initiatives  and  summarizing  conference  plenary  presentations.  The 
following  conclusions  were  synthesized  from  conference  presentations  and  discussions: 

A.  Health  care  executives  see  community  involvement  as  key  to  organizational 
excellence  and  survival. 

To  be  most  effective,  the  health  care  system  must  convert  from  a  disease-oriented, 
individual-focused  model  to  a  community-based,  holistic  model.  This  includes 
partnering  with  communities  to  utilize  their  input  to  help  shape  the  decision-making 
process.  Further,  health  care  executives  must  take  a  leadership  role  in  making  cultural 
competence  a  priority. 

B.  Policy  initiatives  set  the  standard  for  culturally  competent  health  services. 

New  policies  at  the  federal,  state,  and  local  levels  demonstrate  intensified  attention  to  the 
importance  of  cultural  competence.  Executive  orders,  guidances,  standards  and 
government-wide  initiatives  are  directed  at  ensuring  equal  access  to  health  and  social 
services  and  reducing  disparities  in  health  care. 
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C.  Recruitment,  training,  and  partnering  with  the  community  are  the  first  steps 
toward  a  culturally  representative  workforce  in  the  health  professions. 

Developing  a  health  professions  workforce  that  is  representative  by  race  and  ethnicity  is  a 
key  component  in  assuring  culturally  competent  care.  Strategies  include  pre-college 
intervention  programs,  developing  best  practices  in  training,  and  research.  Still, 
promising  initiatives,  such  as  collaborations  between  schools  and  hospitals  and  mentoring 
programs,  need  further  development.  Active  collaboration  with  diverse  communities  is 
integral  to  this  process. 

D.  New  curricula  and  training  requirements  for  health  professionals  integrate 
cultural  competence  into  the  educational  environment. 

Research  has  revealed  a  lack  of  cultural  competence  training  in  medical  schools  and 
continuing  education  programs.  The  Association  of  American  Medical  Colleges  and 
several  medical  schools  and  residency  programs  are  developing  and  implementing 
curricula  and  training  programs  to  address  cultural  competence.  Administrative  and 
faculty  support  and  community  involvement  are  key  to  the  success  of  these  programs. 
Important  components  of  the  trainings  include  continuity  and  direct  clinical  applicability. 

E.  The  success  of  the  clinical  encounter  often  depends  on  an  understanding  of  the 
patient’s  culture. 

In  addition  to  language  barriers,  sensitivities  to  medications,  use  of  alternative  therapies, 
and  adherence  to  treatment  regimens  are  some  of  the  many  cultural-related  factors  that 
influence  clinical  and  pharmaceutical  interventions.  More  research  on  the  cultural 
implications  for  clinical  and  pharmaceutical  care  and  additional  innovative  programs  are 
needed. 

F.  Cross-cultural  communication  in  health  care  settings  is  making  strides  toward 
quality. 

Ongoing  work  in  the  areas  of  interpretation,  translation  and  health  literacy  is  focused  on 
assuring  quality,  developing  best  practices,  and  assessing  the  impact  on  clinical 
outcomes.  Efforts  include  a  movement  to  organize  and  professionalize  the  field  of 
medical  interpretation,  including  the  development  of  an  accreditation  process;  web-based 
strategies  for  making  translated  documents  available;  and  the  performance  of  health 
literacy  screenings  for  individuals  in  clinical  care. 

G.  Some  managed  care  organizations  are  finding  ways  to  integrate  cultural 
competence  into  tSieir  way  of  doing  business  and  seeing  results. 

New  initiatives  are  directly  targeted  at  improving  the  health  of  diverse  enrollees  in 
several  managed  care  plans,  such  as  Alameda  Alliance  for  Health,  United  Health  of 
Minnesota,  and  Kaiser  Pennanente.  Strategies  include  building  clinics  to  increase 
outreach  in  diverse  communities,  printing  health  information  in  community  newspapers, 
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emphasizing  diversity  in  hiring,  developing  a  provider  handbook,  and  implementing  a 
web-based  continuing  medical  education  program. 

H.  Data  and  measurement  break  new  ground  for  patients,  communities,  and 
organizations. 

Measurement  and  outcomes  have  become  increasingly  important  for  demonstrating  the 
effectiveness  of  culturally  competent  care.  The  growing  research  base  draws  upon 
organizational  assessments  and  patient  satisfaction  surveys,  although  more  culturally 
competent-specific  surveys  need  to  be  developed  to  effectively  measure  cultural 
competence.  Determining  the  efficacy  of  interventions  is  key  to  informing  and  guiding 
providers,  policymakers  and  communities. 
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Proceedings 


The  “Second  National  Conference  on  Quality  Health  Care  for  Culturally  Diverse 
Populations:  Strategy  and  Action  for  Communities,  Providers,  and  a  Changing  Health 
System”  was  held  Wednesday,  October  11,  through  Saturday,  October  14,  2000,  at  the 
Wilshire  Grand  Hotel  &  Centre,  in  Los  Angeles,  California.  Presented  by  the  State 
University  of  New  York  Downstate  Medical  Center  and  Resources  for  Cross  Cultural 
Health  Care,  in  conjunction  with  the  Arthur  Ashe  Institute  for  Urban  Health,  the  U.S. 
Department  of  Health  and  Human  Services  Office  of  Minority  Health,  the  Health  Care 
Financing  Administration,  and  the  Health  Resources  and  Services  Administration’s 
Bureau  of  Primary  Health  Care,  the  core  objective  of  the  conference  was  to  convene 
providers,  communities,  and  policymakers  to  address  the  challenges  and  successes  of 
implementing  culturally  competent  services,  to  report  on  model  programs,  and  to  use 
participant  input  to  advance  national  policy  and  local  agendas. 

This  document  provides  an  overview  of  the  conference  design  and  rationale,  synthesizes 
themes  and  conclusions  from  conference  presentations,  summarizes  conference  plenary 
presentations,  and  highlights  model  programs  in  the  field  of  cultural  competence. 
Contact  information  for  conference  presenters  is  located  at  the  end  of  the  document.  The 
conference  web  site,  www.DiversityRx.org/ccconf,  contains  biographies  and  abstracts  for 
conference  presenters  and  will  be  continually  updated  with  information  about  the  Third 
National  Conference,  slated  for  October  2002. 


I.  Conference  Rationale 

The  objective  of  the  Second  National  Conference  was  to  build  on  the  success  and  the 
recommendations  derived  from  the  first  conference  by  offering  a  forum  for  the 
presentation  of  information  and  development  of  models  for  service,  clinical, 
govemment/policy,  organization,  and  community  benefit.  While  highlighting  national, 
state,  and  local  initiatives  through  plenary  sessions,  the  conference  featured  opportunities 
for  more  intensive,  interactive  discussion  among  participants  on  “cutting  edge” 
innovation  and  research.  As  the  first  conference  created  the  opportunity  for  individuals 
to  learn  about  contextual  issues,  the  second  conference  highlighted  model  development 
and  results  with  an  emphasis  on  a  more  interactive  format. 

Attendees  of  the  First  National  Conference,  held  October  1998  in  New  York  City,  had 
voiced  a  virtually  unanimous  opinion  about  the  need  for  a  second  national  conference. 
Reviewing  the  presentations  and  discussions  further  reinforced  the  benefit  of  a  second 
conference  for  two  major  reasons:  an  acknowledgment  that  the  conference  had,  in  many 
ways,  raised  more  questions  than  it  answered;  and  the  strong  desire  of  conference 
attendees  to  reconvene  to  discuss  in  much  greater  depth  the  strategies  and  models  that 
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might  be  applied  in  their  specific  settings.  Thus,  while  recognizing  the  value  of  the  broad 
conference  agenda  that  integrated  business  with  community  and  health  care  delivery, 
participants  strongly  recommended  that  these  issues  warranted  a  more  in-depth, 
interactive  discussion,  drawing  additional  attendees  from  managed  care  plans  as  well  as  a 
greater  number  of  clinical  practitioners.  At  the  same  time,  individuals  agreed  that  any 
future  meetings  should  continue  to  feature  the  unique  strength  of  the  first  national 
conference:  the  integrated,  cross-disciplinary  emphasis  and  the  effort  to  correlate,  if  not 
integrate,  market  with  service  and  social  justice  agendas. 

The  Second  National  Conference  provided  another  opportunity  for  individuals  from 
across  the  United  States  to  discuss  issues  affecting  the  health  of  and  health  care  for 
ethnically  and  culturally  diverse  populations.  It  also  continued  to  serve  as  a  national 
networking  forum  to  promote  formal  and  informal  collaborations  among  attendees. 
However,  unlike  the  first  conference,  which  primarily  detailed  and  reinforced  the 
rationale  for  addressing  cultural  competence,  outlined  questions  to  consider  in  health  care 
settings,  and  highlighted  early  initiative  development,  the  Los  Angeles  meeting  focused 
on  innovative  strategies — from  early  stage  development  to  completed  projects.  The  2000 
conference  also  featured  expanded  presentations  and  discussions  on  the  role  of 
leadership — including  government,  providers,  and  community — in  the  implementation  of 
cultural  competence;  introduced  new  topics  such  as  pharmaceutical  treatment  in  the 
context  of  race/ethnicity;  incorporated  updates  of  existing  and  new  state  and  federal 
requirements;  and  intensified  discussions  around  measurement. 


II.  Conference  Design 

Nearly  six  hundred  participants  from  thirty-three  states  and  three  countries  attended  the 
conference,  which  consisted  of  the  two-and-a-half-day  main  conference  (October  12-14, 
2000)  and  an  optional,  one-day  preconference  held  on  Wednesday,  October  11,  2000. 
The  preconference  featured  three-  and  six-hour  intensive  skills-building  training  sessions. 
A  total  of  1 1  workshops  were  team-taught  by  twenty-seven  experts  from  around  the 
country.  Preconference  workshop  topics  included  medical  interpretation,  cultural 
competence  training,  organizational  assessment,  cultural  competence  curriculum 
development,  and  advocacy  and  policy  development  for  culturally  diverse  populations. 

One  hundred  fourteen  speakers  and  panelists  presented  at  the  main  conference,  which 
included  plenary  sessions  and  in-depth  workshops  on  each  of  four  major  themes: 

•  The  needs  of  diverse  communities  and  health  care  providers  under  one  mission 

•  Cultural  competence  and  the  clinical  encounter:  service  delivery  and  training 
implications  for  health  organizations  and  health  professionals 

•  Designing  culturally  competent  health  systems  and  programs 

•  Trends  in  policy  development  to  assure  access  to  quality  health  care  for  culturally 
diverse  communities 
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Conference  content  targeted  the  information  needs  of  beginner  and  expert  audiences 
concerned  with  culturally  competent  health  care,  including  health  care  managers  and 
staff,  from  community-based  clinics  to  managed  care  systems,  health  professionals  in 
practice  and  education,  consumers  and  representatives  from  diverse  communities,  and 
individuals  concerned  with  financing,  quality  improvement,  policy,  and  research. 

The  design  of  the  conference  featured  varied  formats  for  sessions  to  allow  ample  time  for 
information  sharing  and  audience  interaction.  Plenary  sessions  highlighted  national 
leaders  speaking  on  the  latest  trends,  practices,  and  policies.  Workshops  were  lengthened 
to  one  hour  and  forty-five  minutes  (they  were  one  hour  and  thirty  minutes  in  1998)  and 
offered  twenty-minute  presentations  by  two  or  three  panelists,  who  addressed  a  specific 
cultural  competence  implementation  or  policy  challenge  from  their  own  experience.  A 
moderator  facilitated  discussion  and  problem-solving  or  strategy-devising  with  the 
audience  members,  who  were  encouraged  to  comment  on  their  related  experiences,  ask 
questions,  and  dialogue  with  the  presenters  and  other  participants.  A  handful  of  the 
workshops  were  designed  with  the  traditional  twenty-minute  presentation  format  in  a 
larger  lecture  hall  on  topics  that  lent  themselves  to  reporting  or  information  sharing  on 
new  research,  policy  updates,  and  overviews  of  cultural  competence  issues  for 
newcomers  to  the  issue. 

Four  “Roundtable”  discussions  were  also  added  to  the  2000  agenda.  These  sessions,  held 
at  the  end  of  the  day,  were  informal,  moderated  roundtable  discussions  on  emerging 
efforts  related  to  quality  health  care  for  culturally  diverse  populations,  with  launch 
questions  or  challenge  topics  to  prompt  dialogue  and  information  sharing.  Finally,  the 
conference  included  a  large  resource  center  that  featured  invited  poster  presentations  and 
exhibits  to  facilitate  information  sharing  beyond  the  formal  conference  sessions.  Poster 
and  exhibit  presenters  were  available  throughout  the  day  for  informal  discussion  with 
visitors,  and  tables  and  chairs  were  available  for  people  to  sit  and  network.  There  were 
twenty  poster  presentations  and  seventeen  exhibits  in  the  Resource  Center,  which 
operated  on  Thursday  and  Friday.  Please  refer  to  the  conference  agenda  (reprinted  in  the 
beginning  of  this  document)  for  a  full  listing  of  session  topics,  titles,  and  presenters. 


III.  Conference  Conclusions 

The  following  section  summarizes  themes  and  conclusions  synthesized  from  the  second 
national  conference  presentations  and  discussions.  This  summary  is  intended  to  highlight 
key  points  from  the  sessions  and  identify  select  program  initiatives.  It  also  attempts  to 
capture  the  dynamics  around  the  conference  themes  that  bring  to  light  additional 
strategies  and  questions. 
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A.  Health  care  executives  see  community  involvement  as  key  to  organizational 
excellence  and  survival. 

Cultural  competence  must  be  seen  as  integral  to  the  health  and  well-being  of  all 
individuals:  a  “shared  vision  of  health  for  all  America,”  that  honors,  recognizes,  and 
reaches  people  where  they  work  and  live.  In  stating  this  fundamental  tenet,  Reed 
Tuckson,  MD,  then  Senior  Vice  President  of  the  American  Medical  Association,  stressed 
that  “to  be  effective  means  extending  into  job  training,  banking,  the  corporate  world,” 
reaching  those  who  do  not  understand  that  improving  and  assuring  health  involves 
communities  in  the  broadest  sense. 

At  the  core  of  this  challenge  is  the  need  to  move  from  a  disease-oriented  health  care 
system  focused  on  the  individual  to  a  community-based,  holistic  model.  Health  care 
services  will  not  work  on  a  “build  it  and  they  will  come”  model.  The  community  must 
play  a  leading  role,  in  partnership  with  the  health  care  system.  Ultimately,  as  Dr.  Tuckson 
reinforced,  the  health  care  system  must  learn  “to  deal  with  the  whole  person  who  lives  as 
a  member  of  a  family  in  the  context  of  a  community,  [in  order]  to  understand  preventable 
deaths  and  understand  the  culture.” 

This  context  should  inform  all  aspects  of  health  care  services,  including  marketing,  which 
must  generally  appeal  to  the  group  it  is  targeting.  The  importance  of  community 
involvement  extends  to  health  professions  education  as  well;  school  executives  must  use 
feedback  from  local  consumers  in  the  development  of  curriculum.  As  Sara  Axtell,  PhD, 
of  the  University  of  Minnesota  Medical  School,  stated,  schools  must  be  willing  to 
“engage  local  communities  to  figure  out  what  they  want  us  to  know.” 

Further,  it  is  critical  to  recognize,  and  where  possible  address,  problems  arising  from 
medical  legacies  that  may  significantly  taint  the  way  individuals  from  diverse  heritage 
see  the  health  care  world.  Medical  revolutions  occurring  in  the  fields  of  genetics, 
microbiology  and  technology,  especially  the  human  genome,  heighten  concern  for 
communities  that  are  already  distrustful  of  the  health  care  system. 

Many  health  care  executives  see  a  compelling  case  for  the  integration  of  cultural 
competence  into  their  organizational  mission  based  on  several  internal  and  external 
pressures:  increasing  need  for  primary  care  sites  to  accommodate  increased  volume; 
requests  for  better  information  technology  to  assist  health  professionals  in  caring  for 
culturally  diverse  enrollees;  greater  demand  for  interpreters;  and  state  and  federal  health 
plan  requirements. 

CEOs  from  Los  Angeles,  Portland,  and  Boston  area  health  systems  expressed  similar 
sentiments  regarding  the  importance  of  cultural  competence: 

Diversity  comes  whether  or  not  you’re  prepared  for  it. ..this  is  good 
business  for  us.  And  if  we  do  not  do  these  things  we  will  not  attract 
back  [previous  clients]  to  the  health  care  system.  Cultural 
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competence  is  a  core  component  of  any  large  urban  health  care 
system. 

—Mark  Finucane,  Los  Angeles  County  Department  of  Health 
Services 

Cultural  competency  is  relevant  to  health  departments  as  it  works  to 
improve  health  outcomes  and  make  maximal  use  of  limited 
resources. 

Lillian  Shirley,  Multnomah  County  Department  of  Health 

We  had  low  income  people  of  color  who  were  getting  jobs  and  when 
they  got  health  insurance  they  left  us  because  we  weren’t 
understanding  their  needs.  We  weren’t  responding  to  cultural 
barriers  for  them... and  we  said  we  better  get  this  together  or  we 
don’t  deserve  to  survive. 

—  John  O’Brien,  Cambridge  Health  Alliance 


Leadership  that  makes  cultural  competence  a  priority  also  recognizes  the  changing 
demand  from  the  community.  By  establishing  priorities  and  targeting  financial 
investment,  the  executive  sets  direction  and  creates  model  behavior  within  the  health  care 
organization  and  the  community.  CEOs  build  workforce  and  community  trust  by  these 
measures.  As  Mark  Finucane  commented,  “People  pay  extraordinary  attention  to  where 
the  CEO  spends  time  and  money,  and  that’s  how  people  will  decide  what’s  important  to 
the  organization.”  In  this  way,  seemingly  simple  actions,  like  formally  scheduling 
cultural  competence  meetings  and  discussions,  can  have  an  impact  on  the  organization. 
Moreover,  concrete  actions,  such  as  conducting  cultural  competence  reviews,  increase  the 
visibility  of  the  issue  within  the  organization  and  can  lead  to  the  involvement  of 
individuals  who  otherwise  may  go  unheard.  As  noted  by  one  executive,  “Cultural 
competence  should  be  like  clinical  quality  improvement — it  must  be  in  everything  you 
do.” 

Initiatives  and  actions  vary  greatly  and  depend  in  large  measure  on  patient  needs, 
communities  being  served,  type  of  health  care  organization,  workforce,  and  other  factors. 
At  the  same  time  strategies  are  likely  to  include  several  common  points,  including: 

•  Educating  and  involving  the  Board  of  Trustees 

•  Conducting  a  review  or  assessment  to  identify  current  strengths  and  challenges 

•  Introducing  cultural  competency  into  contracts  and  operations 

•  Using  culturally  competent  hiring  and  workforce  actions 

•  Integrating  cultural  competence  into  management  and  line  staff  meetings 

•  Building  diversity  accountability  into  staff  hiring,  promotion,  and  staff  support 
actions 

•  Designating  a  specific  cultural  competence  skill  as  part  of  position  descriptions 

•  Conducting  diversity  training  for  all  staff 
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Actions  to  integrate  the  community  into  creating  a  culturally  competent  health  care 
system  include: 

H 

•  Creating  community-based  task  forces  to  reach  specific  populations  in  non- 
clinical  settings  (e.g.,  churches,  barbershops,  hair  salons) 

•  Developing  community  specific  health  information  materials  using  focus  groups, 
community  meetings,  and  other  means  to  collect  neighborhood  experiences,  needs 
and  recommendations 

•  Creating  a  shared  vision  of  health  care  excellence  with  the  community  that  draws 
on  community  experience  to  educate  and  guide  practitioners  and  organizations  in 
their  understanding  of  the  populations  they  are  striving  to  serve. 

As  Dr.  Tuckson  suggests,  “Communities  can  teach  health  professionals  to  be  good 
diagnosticians.”  He  raised  the  following  scenario  to  make  his  point:  a  hospital 
emergency  room  received  a  number  of  cases  in  which  women  presented  with  no  apparent 
injury.  Through  interaction  with  the  community,  medical  providers  learned  that  being  hit 
on  the  side  of  the  head  was  a  form  of  spousal  abuse  that  did  not  leave  any  visible  signs, 
but  damaged  the  tympanic  membrane.  This  kind  of  exchange  demonstrates  the 
possibility  for  enhanced  communication,  engendering  trust  and  improving  care. 

Knowledge  and  involvement  of  the  community  is  important  because,  as  Irene  Ibarra,  JD, 
CEO  of  Alameda  Alliance  for  Health,  points  out,  “Health  care  isn’t  just  about  whether  or 
not  you  get  in  to  see  a  medical  provider.  It’s  about  how  you  live,  it’s  about  how  safe 
your  environment  is,  how  your  community  is,  whether  or  not  you’re  able  to  provide  for 
your  family.”  The  California  Endowment  has  crafted  a  grantmaking  program, 
CommunitiesFirst,  on  the  premise  that  the  role  of  the  community  is  central  to  health.  The 
Endowment’s  chief  executive  officer.  Bob  Ross,  MD,  delivered  an  inspirational  address 
at  the  conference  highlighting  the  multicultural  health  vision  of  The  California 
Endowment,  which  includes  the  belief  that  inclusion,  partnership,  and  community 
ownership  are  critical  to  addressing  local  issues  successfully. 

Kaiser  Permanente  provides  another  model  for  working  with  the  community  to  offer 
improved  service  access  and  clinical  care.  In  addition  to  the  many  programs  mentioned 
in  section  G  below,  Kaiser  has  created  community-focused  staff  associations  that  link 
their  workforce  with  specific  racial/ethnic  groups  in  the  community  to  sponsor  health 
fairs,  conduct  immunizations,  provide  scholarship  programs,  recruit  new  staff,  and 
provide  middle  management  mentorship. 

B.  Policy  initiatives  set  the  standard  for  culturally  competent  health  services. 

Over  the  last  several  years,  federal,  state,  and  local  policymakers  have  made  significant 
progress  in  articulating  the  importance  of  cultural  competence  in  broad-reaching  policy 
initiatives.  Two  months  prior  to  the  Los  Angeles  conference.  President  Clinton  issued  an 
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executive  order  requiring  federal  agencies  to  address  the  needs  of  individuals  with 
Limited  English  Proficiency  (LEP).  The  U.S.  Department  of  Health  and  Human  Services 
(HHS)  released  a  guidance  to  its  federal  funding  recipients  on  how  to  ensure  equal  access 
to  health  and  social  services  in  the  context  of  language  barriers.  Then  HHS  Office  for 
Civil  Rights  (OCR)  Director  Thomas  Perez,  JD  spoke  eloquently  about  the  process  of 
developing  the  guidance  and  the  ways  OCR  would  work  with  health  care  providers  to 
assess,  meet,  and  track  the  needs  for  interpretation  and  translation  services. 

Michael  Hash,  Acting  Administrator  for  the  Health  Care  Financing  Administration 
(HCFA)  at  that  time,  put  the  impact  of  the  guidance  into  the  context  of  Medicare, 
estimating  that  about  twelve  million  of  the  thirty-nine  million  beneficiaries  are  at  risk  for 
culturally  based  barriers  to  care,  with  an  even  larger  proportion  in  Medicaid  and  State 
Child  Health  Insurance  Program  (SCHIP),  where  the  risk  population  is  even  larger.  “The 
executive  order  firmly  places  our  responsibilities  under  Title  VI  of  the  1964  Civil  Rights 
Act.  It  requires  that  the  activities  of  all  of  our  partners,  our  contractors,  be  they  health 
plans  or  contractors  administering  our  traditional  fee-for-service  Medicare  program  or  the 
managed  care  programs  or  the  states  who  are  administering  the  Medicaid  and  the  SCHIP 
programs,  that  these  partners,  these  contractors,  make  sure  that  their  activities  are  tailored 
to  the  needs  of  a  culturally  diverse  beneficiary  population,  particularly  with  respect  to 
limited-language  beneficiaries,”  he  said. 

Mr.  Hash  also  spoke  of  other  initiatives  HCFA,  now  the  Centers  for  Medicare  & 
Medicaid  Services  (CMS),  has  launched  related  not  only  to  limited-language  populations, 
but  also  other  population  groups  that  are  at  risk  in  their  access  and  outcomes  in  health 
care.  There  are  more  Spanish-speaking  customer  service  representatives  on  staff  at  CMS 
and  at  the  1 -800-MEDICARE  toll-free  information  line.  The  new  Medicare  handbook, 
along  with  other  written  guidances,  such  as  a  guide  to  supplemental  private  health 
insurance,  are  available  in  Spanish.  Other  program  materials  are  also  found  online,  and 
regional  office  staffs  have  been  producing  some  of  these  materials  in  a  number  of  other 
languages,  including  Italian,  French,  Russian,  Korean,  Chinese,  and  Tagalog.  The 
Horizons  Project  is  working  with  community-based  organizations  to  develop  appropriate 
messages  and  is  taking  information  in  Medicare  materials  about  managed  care 
organizations  and  converting  it  into  culturally  and  linguistically  appropriate  formats 
designed  to  meet  the  needs  of  African-American,  Asian-American  and  Pacific  Islander, 
and  Hispanic  and  Latino  populations. 

Through  QISMC,  quality  improvement  system  for  managed  care,  CMS  has  implemented 
a  cultural  competence  standard  for  all  managed  care  plans  that  are  contracting  with  the 
Medicare  or  Medicaid  programs.  That  standard  will  require  that  all  plans  assess  the 
needs  of  their  enrolled  populations  and  the  populations  they  are  seeking  to  serve.  They 
must  demonstrate  that  they  have  educational  and  training  programs  for  their  staff  about 
the  unique  beliefs,  attitudes,  practices,  and  communication  patterns  of  these  populations. 
They  must  have  developed  and  implemented  formal  programs  and  culturally  sensitive 
educational  materials.  And  they  must  work  to  reduce  racial  and  ethnic  disparities  in 
outcomes  from  health  care,  no  matter  what  the  enrol  lee's  first  language  may  be.  These 
goals  are  set  in  the  context  of  requirements  for  active  involvement  in  quality  assurance 
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and  performance  measurement  programs  that  demonstrate  improved  outcomes.  As  Mr. 
Hash  stressed,  “Culturally  and  linguistically  appropriate  services  means  providing 
information  that  people  need  and  want  in  ways  that  they  can  understand  and  use.  It’s  of 
course  not  just  about  language,  it’s  about  attitudes,  it’s  about  behaviors,  it’s  about  skills, 
it’s  about  policies  that  need  to  be  in  place....  When  we  succeed,  of  course,  we  promote 
access,  we  reduce  disparities  and,  most  importantly,  we  improve  the  outcomes  of  our 
beneficiaries  who  need  health  care  services.” 

In  addition  to  the  plenary  presentations  of  Hash  and  Perez,  there  were  several  other 
reports  of  federal  initiatives  on  cultural  competence.  Guadalupe  Pacheco,  MSW  from  the 
HHS  Office  of  Minority  Health  (OMH),  and  Julia  Puebla  Fortier,  from  Resources  for 
Cross  Cultural  Health  Care,  reported  on  the  OMH’s  national  standards  for  culturally  and 
linguistically  appropriate  services  (CLAS),  published  in  the  Federal  Register  in 
December  2000.  Based  on  an  analytical  review  of  key  laws,  regulations,  contracts,  and 
standards  currently  in  use  by  federal  and  state  agencies  and  other  national  organizations, 
these  standards  were  developed  with  input  from  a  national  advisory  committee  of 
policymakers,  health  care  providers,  and  researchers.  Each  standard  is  accompanied  by 
commentary  that  addresses  the  proposed  guideline's  relationship  to  existing  laws  and 
standards,  and  offers  recommendations  for  implementation  and  oversight  to  providers, 
policymakers,  and  advocates.  Representatives  from  the  Health  Resources  and  Services 
Administration  (HRSA)  and  the  Centers  for  Disease  Control  and  Prevention  (CDC)  also 
presented  on  programs  to  reduce  health  disparities  among  racial  and  ethnic  minorities. 

State  policy  advances  were  also  well  represented  in  the  program,  with  updates  from 
Washington,  New  Jersey,  and  California’s  Medicaid  and  mental  health  programs  on  the 
long-term  challenges  of  implementing  detailed  cultural  and  linguistic  competence 
requirements  for  health  providers  contracting  with  the  state.  Bonita  Jacques,  MSW  from 
the  Washington  State  Department  of  Social  and  Health  Services,  reported  on  the  state’s 
comprehensive,  multimillion  dollar  approach  to  translating  government  documents  across 
all  health  and  social  services  programs  and  reimbursing  certain  health  providers  for  the 
cost  of  providing  interpretation  services.  Ernest  Winsor,  LLB  from  the  Massachusetts 
Law  Reform  Institute,  described  the  efforts  of  advocates  from  his  state  over  many  years 
to  secure  legislation  requiring  hospitals  to  provide  interpreter  services,  which  finally 
resulted  in  a  law  being  enacted  in  2000.  Other  civil  rights  and  immigrant  rights  advocates 
discussed  the  strategies  communities  and  activists  could  use  to  ensure  that  individuals 
from  diverse  communities  receive  the  full  range  of  health  and  social  services  to  which 
they  are  legally  entitled. 


C.  Recruitment,  training,  and  partnering  with  the  community  are  the  first  steps 
toward  a  culturally  representative  workforce  in  the  health  professions. 

The  case  for  increased  diversity  and  cultural  competence  in  the  health  professions 
workforce  is  evident  in  light  of  the  rapid  changes  in  the  population  across  the  United 
States.  Between  1990  and  2000  the  white,  non-Hispanic  population  increased  by  four 
percent.  Over  the  same  period,  the  American  Indian/Eskimo/Aleut  and  black  populations 
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each  increased  by  fourteen  percent,  while  the  Hispanic  and  Asian  populations  grew  by 
forty-five  and  fifty  percent  respectively.  Several  cities  and  states  no  longer  have  a 
majority  white  population  and  this  demographic  shift  will  continue  to  occur  in  many 
more  areas  over  the  next  decades. 

Creating  a  representative  health  professions  workforce  has  been  a  particularly  difficult 
challenge.  Historically,  there  has  been  significant  underrepresentation  of  minority  groups 
in  the  health  professions.  Efforts  to  address  this  underrepresentation  have  been  thwarted 
by  recent  legal  challenges  to  affirmative  action  programs.  While  goals  such  as  the 
Association  of  American  Medical  Colleges’  (AAMC)  3000  by  2000  remain  elusive, 
policymakers  and  educators  have  expanded  the  repertoire  of  initiatives  to  advance  their 
objectives.  These  efforts  occur  in  the  context  of  AAMC  President,  Jordan  Cohen,  MD, 
asserting  that  AAMC’s  primary  objective  is  to  build  a  health  professions  workforce 
appropriate  to  the  needs  of  society— and  that  mandate  requires  developing  a  workforce 
that  is  representative  by  race  and  ethnicity. 

Leading  organizations  such  as  AAMC  in  Washington,  D.C.,  and  the  California-based 
Center  for  Health  Professions  have  supported  and  joined  with  efforts  of  individual 
providers  and  schools  to  create  new  opportunities  to  improve  representation,  curricula, 
and  education  overall.  Both  AAMC  and  the  Center  are  undertaking  complementary 
initiatives  to  improve  diversity  in  the  health  professions  through  research  and  action 
programs  in  the  field.  Each  provides  a  leading  example  of  innovation  at  the  national  and 
state  levels. 

The  Association  for  American  Medical  Colleges  has  undertaken  numerous  programs  to 
increase  diversity  and  training  of  the  health  professions  workforce.  One  of  AAMC’s  key 
action  areas  has  been  promoting  the  development  of  academic  skills  in  preparation  for 
higher  education  through  a  focus  on  pre-college  curriculum.  The  Health  Professions 
Partnership  Initiative,  sponsored  by  the  Robert  Wood  Johnson  and  W.K.  Kellogg 
Foundations,  has  been  established  at  twenty-six  sites  to  promote  health  professions  as  a 
career  by  linking  K-12  local  school  districts  with  health  education  schools,  including 
medicine,  pharmacy,  nursing  and  public  health.  A  second  program,  the  Minority  Medical 
Education  Program  (MMEP),  is  a  six-week  summer  enrichment  program  to  expose 
students  to  the  clinical  experience;  develop  test-taking  skills;  assist  pre-college  students 
in  preparing  for  the  medical  college  admissions  test;  and  promote  student  networking. 
Addressing  underrepresentation  also  has  revealed  the  need  to  create  a  “marketing  strategy 
for  the  health  professions,”  as  Vanessa  Northington  Gamble,  MD,  PhD,  of  AAMC, 
stated,  because  diverse  groups  may  not  be  aware  of  the  opportunities  in  the  health 
professions  or  may  have  been  told  they  cannot  succeed  in  the  field. 

The  Center  for  Health  Professions  has  instituted  the  California  Workforce  Initiative 
(CWI),  sponsored  by  the  California  Healthcare  Foundation  and  the  California 
Endowment.  The  CWI  was  created  as  a  means  of  addressing  the  changes  in  the  health 
care  system  that  are  linked  with  and  are  influencing  the  health  care  workforce  in  the  state. 
The  broad  range  of  issues  considered  by  the  CWI  include  supply  and  distribution  of 
professionals,  workforce  diversity  and  skill  base,  utilization  of  the  workforce,  consumer 


and  public  understanding,  regulatory  issues  and  changes  in  health  care  delivery.  Its 
activities  include  research  on  projecting  health  care  workforce  needs  using  economic, 
health-industry,  and  demographic  trends;  creating  community-based  health  care 
leadership  networks  to  assist  leaders  in  meeting  workforce  challenges;  improving 
diversity  in  nursing;  and  developing  and  disseminating  best  practices  for  physician 
training.  The  CWI’s  core  objective  is  “to  explore,  promote,  and  advance  reform  within 
the  California  health  care  workforce.” 

Notwithstanding  these  efforts  and  other  strategies — for  example  nurturing  junior  minority 
faculty  and  reassessing  workforce  needs  based  on  demographic  changes — other  areas 
need  much  greater  attention.  For  example,  health  professionals  must  work  more 
effectively  with  communities,  including  faith-based  organizations.  Promising  initiatives 
include  developing  relationships  between  schools  and  hospitals  and  mentoring  programs 
between  health  care  organizations  and  community  institutions,  such  as  schools  and 
churches.  Innovative  strategies  should  consider  how  individuals  make  and  maintain 
career  decisions  in  the  context  of  family,  work  ethic,  and  discrimination. 

Continued  innovation  will  be  required  to  move  the  diversity  agenda  ahead  in  the  coming 
years.  The  erosion  in  progress  reinforces  this  need:  in  the  mid-1990s  underrepresented 
minorities  accounted  for  12.4  percent  of  all  applicants  to  medical  school.  By  2000,  that 
proportion  had  dropped  to  10.7  percent.  And  recent  court  actions  do  not  bode  well  for 
policies  promoting  diversity  in  health  education  programs.  A  federal  district  court  struck 
down  the  University  of  Georgia’s  policy  that  emphasized  diversity  in  the  student  body, 
while  the  AAMC  has  been  required  to  accept  all  students,  rather  than  only  those  students 
from  underrepresented  minority  groups,  into  their  Minority  Medical  Education  Program 
in  Washington  State. 


D.  New  curricula  and  training  requirements  for  health  professionals  integrate 
cultural  competence  into  the  educational  environment. 

Training  programs  for  the  health  professions  historically  have  paid  little  attention  to 
cultural  diversity  and  the  skills  that  affect  cultural  competence.  As  a  result,  there  is 
general  recognition  that  this  neglect  has  left  many  new  practitioners  ill-equipped  to  meet 
the  needs  of  the  increasingly  diverse  patient  population.  Recent  research  presented  by 
Glenn  Flores,  MD,  of  Boston  University  School  of  Medicine,  found  that  only  about  one- 
third  of  U.S.  medical  schools  address  cultural  issues  of  the  largest  minority  groups  in 
their  state  as  part  of  the  curriculum.  As  an  audience  member  confessed,  “It  has  become 
painful  for  me  to  go  to  a  continuing  education  course  and  see  diseases  presented  as 
abstractions  without  seeing  how  they  play  out  across  different  populations.” 

New  requirements  in  health  professions  training  seek  to  address  this  matter  directly. 
AAMC’S  Deborah  Danoff,  MD,  described  the  process  of  developing  core  competencies 
for  specific  residency  requirements.  These  competencies  include  effective 
communication,  ability  to  obtain  essential  and  accurate  patient  information  (including 
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spiritual  and  cultural  history),  and  the  capability  to  demonstrate  caring  and  respectful 
behavior  in  the  patient-provider  encounter.  Related  state  requirements  are  being 
considered  as  well.  For  example,  a  New  Jersey  senate  bill  proposes  that  physicians  be 
required  to  participate  in  cultural  competency  training  as  a  condition  of  licensure  by  the 
state  board  of  medical  examiners.  The  Joint  Commission  on  the  Accreditation  of  Flealth 
Care  Organizations  has  also  taken  an  interest  in  identifying  standards  on  cultural 
competence  training. 

Similarly,  professional  associations  are  placing  new  requirements  on  practitioners  to 
address  cultural  diversity.  For  example,  the  American  Board  of  Medical  Specialties  is 
developing  a  template  for  competency  in  providing  patients  with  the  information 
necessary  to  understand  their  illness,  share  treatment  decisions,  and  give  informed 
consent.  This  includes  a  mechanism  for  evaluating  communication  and  interpersonal 
skills  and  for  assessing  the  practitioner’s  ability  to  provide  culturally  competent  care. 

Several  specific  initiatives  have  been  developed  to  address  these  issues.  One  of  the  goals 
of  AAMC’s  Medical  School  Objectives  Project  (detailed  at  www.aamc.org)  is  to  assure 
that  physicians  understand  the  meaning  of  patients’  issues  in  the  context  of  family  and 
culture,  with  communication  in  medicine  as  a  major  theme.  Francis  Lu,  MD  of  University 
of  California  -  San  Francisco  (UCSF),  who  was  the  lead  author  on  the  project’s  chapter, 
“Issues  in  the  Diagnosis  and  Assessment  of  Culturally  Diverse  Individuals,”  noted  that 
the  information  is  cast  in  the  context  of  the  DSM-IV  (Diagnostic  and  Statistical  Manual 
of  Mental  Disorders,  Fourth  Edition),  which  now  considers  “cultural  formulation”  as  part 
of  the  clinical  responsibility. 

Medical  schools  have  continued  to  integrate  cultural  competency  training  models  into 
their  curricula.  For  example,  Robert  Like,  MD,  at  the  Robert  Wood  Johnson  Medical 
School  in  New  Jersey,  has  developed  an  extensive  program  for  residents,  as  have  Joseph 
Betancourt,  MD,  and  colleagues  at  Cornell  Medical  Center.  (Dr.  Like’s  model  appears  in 
the  1998  national  conference  proceedings.)  Similar  efforts  are  underway  at  the  University 
of  Minnesota  and  other  schools.  The  University  of  Minnesota  Medical  School  has 
developed  a  curriculum  program  to  meet  students’  cultural  competence  needs.  The 
program  focuses  on  the  development  of  related  skills  needed  for  the  clinical  encounter 
rather  than  the  memorization  of  facts  about  a  specific  culture.  To  avoid 
“marginalization”  of  the  content,  this  initiative,  reported  on  by  Sara  Axtell,  PhD  extends 
beyond  the  “one  course”  model  to  integrate  issues  of  culture  throughout  the  curriculum. 

Innovative  training  for  residents  and  physicians  is  also  being  developed.  Jeffrey  Ring, 
PhD  of  the  Family  Practice  Residency  Program  at  White  Memorial  Medical  Center, 
encourages  the  use  of  literature  and  poetry  to  facilitate  increased  self-awareness,  improve 
one’s  understanding  of  a  wide  array  of  human  experiences,  and  help  health  professionals 
grapple  with  their  own  biases  in  an  effort  to  address  the  challenges  of  providing  and 
teaching  culturally  competent  care.  Distance  learning  programs  are  also  entering  the 
arena.  The  Centers  for  Medicare  &  Medicaid  Services,  for  instance,  has  begun  investing 
in  distance  learning  programs  aimed  directly  at  physicians. 
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The  success  of  these  programs  depends  on  building  administrative  and  faculty  support 
and  using  community  experiences  and  resources  to  shape  the  curriculum.  Strategies 
include  presenting  information  on  students’  views  of  the  learning  environment  and  their 
preparedness  to  work  with  diverse  populations;  convening  forums  whereby  students  share 
experiences  with  university  administrators;  and  building  relationships  with  community 
representatives  in  order  to  tailor  the  educational  experience  to  include  information  on  the 
communities  served.  Along  with  commitment  and  involvement  from  these  key  groups, 
cultural  competence  education  and  training  must  be  continuous.  Also,  to  be  seen  as 
valuable,  the  curricula  must  have  direct  clinical  applicability.  In  addition,  continuing 
education  programs  must  consider  how  to  reach  private  practice  practitioners  in  ways 
conducive  to  their  needs  and  settings  by  assessing  practitioner  strengths  and  limitations  in 
providing  care,  then  building  on  strengths  and  identifying  resources  to  address  those 
limitations. 

The  increased  attention  to  integrating  cultural  competency  into  curricula  and  training 
programs  has  generated  heightened  interest  in  accountability  and  outcomes.  There  is 
interest  not  only  in  what  was  learned,  but  more  important,  in  determining  how  it 
correlates  with  higher  patient  satisfaction  and  outcomes.  AAMC’s  Graduate  Medical 
Education  Outcomes  Project  evaluates  residency  programs  to  determine  resident 
competencies  and  there  are  plans  to  develop  accreditation  criteria  for  core  competencies. 
Still,  evaluation  of  cultural  competence  training  programs  remains  a  new  field  that  could 
benefit  from  the  parallel  work  in  organizational  assessment,  including  research  performed 
by  Tom  Delbanco,  James  Mason,  Calvin  Freeman,  and  Leo  Morales.  (Please  refer  to 
section  H  below.) 


E.  The  success  of  the  clinical  encounter  often  depends  on  an  understanding  of  the 
patient’s  culture. 

Pharmaceutical  interventions  among  culturally  diverse  populations  face  challenges 
similar  to  medical  interventions,  with  efficacy  and  successful  adherence  to  treatment 
significantly  influenced  by  communication  across  cultures,  patient  preferences,  and 
medical  history.  However,  cultural  factors  that  influence  effective  use  of  medications  also 
represent  unique  issues,  which  may  not  always  be  obvious.  For  example,  translating 
instructions  and  labels  into  the  patient’s  native  language  may  seem  like  an  adequate 
method  of  addressing  language  barriers.  However,  one  pharmacist  noted,  “I  had  a  mom 
who  spoke  Spanish  but  could  not  read  Spanish  so  even  if  I  typed  the  label  in  Spanish,  it 
wasn’t  going  to  do  her  any  good,  so  we  ended  up  having  to  color  code. ..and  you  still 
don’t  know  for  sure.” 

Even  when  language  banders  do  not  exist  or  are  addressed,  less  obvious  cultural  factors 
may  decrease  the  likelihood  that  patients  adhere  to  treatment  regiments.  For  example,  as 
noted  by  Osbourne  Blake,  MD,  of  Southern  California  Permanente  Medical  Group, 
“Patients  bom  in  Mexico  or  Central  America  are  not  used  to  taking  medications  when 
they  feel  well,  so  they  stop  taking  the  medicine.”  For  these  and  other  populations,  taking 
medications  is  a  sign  of  poor  health,  in  which  case  the  patient  may  equate  good  or 
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improved  health  with  no  longer  needing  medication.  This  poses  particular  challenges  for 
prescribing  medications  such  as  antibiotics,  which  must  be  taken  for  the  full  length  of  the 
prescription  even  if  the  patient  feels  better  sooner,  and  daily  maintenance  medications  for 
chronic  conditions. 

Pharmaceutical  interventions  require  the  health  professional  to  pay  special  attention  to 
the  way  that  the  medication  is  taken  and  how  it  interacts  with  alternative  therapies,  which 
can  often  be  culturally  based.  Sharon  Youmans,  MD,  of  UCSF,  described  a  case  in  which 
a  parent  called  to  ask  if  it  was  okay  to  give  rattlesnake  powder  to  a  child.  Pharmacists 
need  to  research  such  cultural  practices  to  make  sure  that  "it's  not  something  that's  going 
to  interact  or  cause  more  problems  or  side  effects... masking  a  fever  or  even  causing 
bleeding  or  GI  problems."  Furthermore,  some  sensitivities  to  medications  are  specific  to 
certain  cultures.  For  example,  according  to  Michael  Winter,  MD,  from  UCSF,  “It  was 
observed  early  on  that  there  were  significant  differences  between  Asians,  Chinese 
specifically,  and  Caucasians  in  how  they  responded  to  beta  blockers  used  either  for  blood 
pressure  or  to  control  heart  rate.”  He  explained,  “Genes  can  change  the  receptors  that  the 
drugs  bind  to  and  modify  how  you’ll  respond  to  the  drug... making  the  drug  either  more 
toxic  if  it’s  a  toxic  receptor  or  less  therapeutic  if  it’s  a  therapeutic  receptor.”  He 
mentioned  that  these  genetic  differences  exist  not  only  between  different  ethnicities  but 
that  there  are  also  differences  within  them.  For  example,  about  thirteen  percent  of 
Caucasians  and  three  percent  of  African  Americans  lack  the  enzyme  that  gives  codeine 
its  analgesic  effect.  “In  this  case,  there  is  a  genetic  code  that  sets  you  up  for  a  metabolic 
process  that  means  the  drug  won’t  work  for  you.”  Therefore,  it  is  important  to  be  aware 
of  the  patient’s  background  and  not  work  based  on  assumptions.  As  one  bypass  patient 
who  was  African-American  and  Native  American  stated,  “Some  of  these  medications 
may  be  contraindicated  by  my  heritage.  You’re  assuming  [my  background]  because  of 
my  skin  color.  .  .  you  do  not  know  anything  about  me.” 

Health  care  systems  and  professionals  are  beginning  to  address  these  challenges  in  the 
health  care  setting  and  at  the  community  level.  One  model  program  at  Kaiser  Permanente 
uses  a  “group  appointment”  model  to  educate  patients  with  chronic  conditions  in  the 
predominantly  African  American  and  Hispanic  area  of  West  Los  Angeles.  In  the  group 
model,  while  still  supporting  one-on-one  appointments,  health  professionals  will  see 
twenty  patients  for  two  hours  once  a  month  to  discuss  medications,  diet,  exercise,  and 
other  critical  aspects  of  treatment  and  self  care.  Early  results  have  demonstrated  greater 
satisfaction,  more  effective  education,  and  more  appropriate  use  of  medications.  This 
model  also  has  created  a  normative  environment  for  many  of  the  manifestations  of  the 
conditions  these  patients  face,  and  has  educated  professionals  on  culture-specific  patient 
issues. 

Another  chronic  care  program  at  Kaiser  Permanente  for  sickle  cell  disease  offers 
continuity  of  care  in  difficult  transition  periods  from  childhood  to  adolescence  to 
adulthood,  with  the  team  working  across  departments  to  educate  other  hospital  staff  about 
specific  population  characteristics  in  the  treatment  of  the  disease.  Hospital-based 
pharmacists,  who  may  have  access  to  more  resources  than  others  in  their  profession,  have 


worked  with  professionals  in  outpatient  settings  and  in  the  community  to  inform  them 
about  culture-specific  issues  in  treatment  and  the  role  of  family. 


F.  Cross-cultural  communication  in  health  care  settings  is  making  strides  toward 
quality. 

Medical  interpretation  services  in  the  United  States,  while  not  ubiquitous,  have  achieved 
a  high  level  of  quality  and  penetration  in  key  regions  of  the  country.  Both  community  and 
health  care  organization  interpreter  service  directors  are  in  high  demand  for  their 
expertise  in  setting  up  comprehensive  programs  that  serve  thousands  of  clinical 
encounters  a  month.  Demand  is  likely  to  grow  with  the  advent  of  federal  guidance  on  the 
interpretation  and  translation  obligations  of  health  and  social  services  providers. 
Representatives  from  Virginia,  Illinois,  Wisconsin,  Maine,  and  Minnesota  described  in 
detail  the  complexities  of  setting  up  and  running  interpreter  programs,  including  securing 
administrative,  clinical,  and  financial  support;  recruiting  and  training  interpreters; 
developing  data-tracking  systems;  and  monitoring  quality. 

Assuring  quality  interpretation,  and  making  the  link  between  good  interpretation  and 
clinical  outcomes,  was  the  theme  of  most  interpretation  presentations.  Representatives 
from  medical  interpreter  associations  in  California  and  Massachusetts,  as  well  as  from  the 
newly  formed  National  Council  on  Interpretation  in  Health  Care  (NCIHC),  discussed 
ongoing  efforts  to  organize  and  professionalize  the  field  of  medical  interpretation.  Both 
the  California  and  Massachusetts  organizations  provide  regular  opportunities  for 
interpreters  to  meet  and  discuss  issues  related  to  service  delivery,  training,  and  advocacy 
for  interpretation.  NCIHC  has  recently  launched  a  listserv  and  Web  site  aimed  at  linking 
medical  interpreters  across  the  country  to  share  information  about  best  practices  and 
promote  quality  interpretation.  Maria-Paz  Beltran  Avery,  PhD  from  the  Educational 
Development  Center,  discussed  her  efforts  with  interpreter  organizations  in 
Massachusetts,  California,  and  New  York  to  develop  an  accreditation  process  for  medical 
interpreters,  based  on  the  Massachusetts  Medical  Interpreters  Association  standards  of 
practice. 

Dr.  Avery  discussed  the  challenges  of  developing  a  certification  process  that  establishes 
basic  entry-level  competencies  in  medical  interpreting,  accuracy,  and  completeness; 
provides  a  standard  of  quality  that  can  be  expected  from  interpreters  who  successfully 
complete  the  medical  interpreting  assessment  for  certification;  and  provides  interpreters 
with  an  assessment  of  their  performance  in  the  areas  in  which  they  need  to  continue  their 
professional  development.  She  anticipated  five  areas  that  will  be  in  the  battery  of  tests: 

•  basic  oral  proficiency  in  English  and  another  language  of  choice; 

•  knowledge  of  basic  human  anatomy,  medical  terminology,  and  health  care 
vocabulary  in  English  and  a  second  language; 
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•  the  ability  to  convert  oral  messages  accurately  and  completely  from 
English  into  the  other  language  and  vice  versa; 

•  understanding  of  ethical  and  cultural  issues  and  the  ability  to  make 
judgments  based  on  such  knowledge;  and 

•  proficiency  in  oral  message  conversion  and  other  interpreting  skills  that 
facilitate  the  communication  between  health  care  providers  and  patients 
who  don't  speak  the  same  language. 

The  work  to  develop  this  certification  process  is  only  minimally  funded  at  this  point, 
which  will  impact  how  quickly  the  final  product  will  be  widely  available  for  use. 
Workshop  participants  in  this  session  discussed  the  benefits  of  developing  a  national 
model  or  process  for  certification  rather  than  waiting  for  individual  states  or 
organizations  to  take  action. 

In  the  roundtable  discussion  on  translation  initiatives  for  large  organizations,  participants 
heard  about  new  web-based  strategies  for  making  translated  documents  available. 
Pioneered  by  the  Multicultural  Health  Communications  Service  in  New  South  Wales, 
Australia,  <www.mhcs.health.nsw.gov.au>  this  medium  is  valued  by  both  local  and 
international  users  and  is  cutting  costs  for  their  health  service  by  reducing  the  need  to 
print  large  numbers  of  documents  that  are  inefficiently  distributed  and  go  out  of  date 
quickly.  The  model  has  been  replicated  by  a  consortium  of  public  and  private  health 
organizations  in  Vancouver,  Canada,  with  the  additional  dissemination  of  standards  for 
the  translation  of  health  materials  <www.multilingual-health-education.net/index2.html>. 
Participants,  among  them  a  representative  from  the  Centers  for  Medicare  &  Medicaid 
Services  (CMS),  discussed  the  challenges  of  translating  large  numbers  of  documents  for 
many  different  language  groups,  the  costs  and  management  issues  related  to  translation 
and  regular  revision  of  documents,  and  the  potential  that  a  web-based  clearinghouse 
might  hold  for  large  payers  like  CMS  and  state  Medicaid  agencies,  or  for  managed  care 
organizations  and  health  systems. 

Cross-cultural  communication  also  features  the  growing  field  of  health  literacy.  The 
National  Library  of  Medicine  defines  health  literacy  as  the  degree  to  which  people  can 
obtain,  process,  and  understand  the  basic  health  information  and  services  that  they  need 
to  make  appropriate  health  decisions.  An  estimated  fifty  percent  of  U.S.  residents  have 
difficulty  understanding  how  to  navigate  the  health  care  system.  This  lack  of 
understanding  affects  a  broad  spectrum  of  individuals  including,  those  who  are  low 
literate,  individuals  from  diverse  racial/ethnic  heritage  who  encounter  language  or 
cultural  barriers  that  affect  their  understanding  of  treatment  regimens  or  provider 
systems,  and  older  individuals  with  complex  health  care  needs.  Health  literacy  advocates 
and  researchers,  including  George  Flouty,  MD,  of  Pfizer  Inc,  and  Mark  Williams,  MD,  of 
Emory  University  School  of  Medicine,  led  a  lecture  session  highlighting  the  need  for 
developing  health  information  that  its  intended  audience  can  understand  and  discussed 
the  challenges  and  opportunities  of  performing  health  literacy  screenings  for  individuals 
in  clinical  care. 
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G.  Some  managed  care  organizations  are  finding  ways  to  integrate  cultural 
competence  into  their  way  of  doing  business  and  seeing  results. 

As  major  participants  in  providing  health  care,  managed  care  organizations  are 
increasingly  being  responsive  to  the  needs  of  culturally  diverse  enrollees  and 
communities.  Recognizing  the  importance  of  this  role  has  led  to  the  introduction  of 
federal  and  state  actions  (for  example,  California,  Massachusetts,  Minnesota,  New 
Jersey)  requiring  managed  care  organizations  to  document  their  efforts  to  provide 
culturally  competent  care.  These  population  and  regulatory  pressures  are  leading  many 
plans  to  create  new  initiatives  directly  targeted  at  improving  the  health  of  and  health  care 
for  culturally  diverse  enrollees. 

Research  on  barriers  to  service  for  diverse  enrollees  highlights  important  differences 
between  managed  care  and  other  settings.  For  example,  analysis  using  the  1996  Medical 
Expenditure  Panel  Survey,  presented  by  Kathryn  Phillips,  PhD  of  UCSF,  found  greater 
difficulties  in  obtaining  care  and  less  satisfaction  with  care  for  certain  diverse  populations 
in  managed  care  settings.  These  problems  reinforce  the  need  for  increased  action  in 
managed  care  organizations  to  improve  access  to  high-quality  health  care  for  culturally 
diverse  populations.  Alameda  Alliance  for  Health,  HealthPartners,  and  Kaiser 
Permanente  presented  their  cultural  competence  initiatives  at  the  conference. 

Alameda  Alliance  for  Health  is  a  public/private  program  comprised  of  traditional  safety 
net  providers  and  private  practitioners.  Alameda  Alliance’s  strategies  have  emphasized 
improving  care  for  culturally  diverse  populations  through  addressing  health  disparities 
and  enhancing  access.  Further,  concerned  with  patient  satisfaction  and  health  outcomes, 
Alameda  Alliance  has  integrated  measurement  components  into  its  programs. 

The  Alameda  Alliance  has  adopted  a  broad  vision  of  health  care.  As  Irene  Ibarra,  CEO, 
commented,  health  care  is  also  “about  how  you  live,  it’s  about  how  safe  your 
environment  is,  how  your  community  is,  and  whether  or  not  you’re  able  to  provide  for 
your  family.”  At  the  same  time,  the  Alliance  recognizes  the  service  imperative  of 
cultural  competence.  “If  we  don’t  have  a  culturally  competent  organization  at  all 
levels — top  management  to  the  frontline  person  who  answers  the  phone — we  can’t  reach 
our  members  and  our  population.”  The  Alliance  works  closely  with  “community 
partners”  and  community  clinics  to  educate  individuals  about  eligibility,  benefits,  and 
access,  including  language  access.  The  Alliance  also  has  incorporated  consumers  into 
their  programs  by  using  advisory  committees  to  guide  strategies. 

At  HealthPartners  of  Minnesota,  the  decision  was  made  that  once  the  organization 
committed  to  diversity,  it  had  to  make  significant  changes  to  meet  that  commitment. 
HealthPartners’  efforts  include  adding  staff  and  specific  programs  addressing  the  needs 
of  culturally  diverse  populations,  building  clinics  in  diverse  communities,  printing  health 
section  inserts  in  community  newspapers,  and  emphasizing  diversity  in  hiring  that  strives 
to  reflect  the  ethnic  composition  of  the  service  area.  Upon  learning  that  the  organization’s 
standard  workforce  diversity  training  tended  to  isolate  groups,  HealthPartners  modified 
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the  design  to  create  a  sense  of  community  that  cut  across  racial/ethnic  and  other 
categories. 

As  a  major  managed  care  organization,  Kaiser  Permanente  has  undertaken  a  number  of 
initiatives  to  address  cultural  competence.  Their  strategy  has  engaged  organizational 
leadership  as  well  as  clinical  improvement  and  service  access.  These  efforts  have 
occurred  in  the  context  of  community  dynamics,  clinical  quality,  and  organizational 
needs,  and  include: 

•  Creation  of  a  National  Diversity  Council,  comprised  of  senior  leadership, 
to  assure  the  implementation  of  cultural  competence  initiatives  throughout 
the  organization.  Part  of  the  Council’s  responsibility  is  to  reinforce  both 
the  business  and  quality  cases  for  cultural  competence. 

•  Developing  a  diverse  workforce  through  recruitment  and  retention  efforts. 

•  Profiling  the  ethnic  composition  of  service  communities,  using  existing 
sources  of  data,  in  the  context  of  achieving  a  representative  workforce. 

•  Implementing  a  system  to  capture  language  preferences  among  their 
membership,  information  that  can  be  used  to  anticipate  related  needs  at 
appointments,  and  can  be  combined  with  use  of  surnames  to  determine 
ethnicity.  Kaiser  is  then  matching  these  data  with  outcomes. 

Kaiser  Permanente  has  established  community  health  clinics  targeted  at  treating  chronic 
conditions  that  affect  diverse  populations,  such  as  sickle  cell  disease,  prostate  cancer,  and 
congestive  heart  failure.  Further,  using  the  community  clinic  model,  Kaiser  has 
developed  a  cadre  of  trained  interpreters,  to  address  issues  such  as  signage  needs  and  to 
set  up  a  related  information  clearinghouse. 

Finally,  Kaiser  has  focused  extensive  attention  on  overcoming  physician  resistance, 
providing  practitioners  with  critical  information  on  enrollees  from  diverse  heritage.  This 
is  especially  relevant  given  that  cultural  competence  can  be  seen  as  conflicting  with 
health  care  training  that  emphasizes  treating  everybody  the  same  and  not  knowing  the 
answers  is  seen  as  practicing  “bad  medicine.”  Initiatives  include  developing  a  provider 
handbook  on  culturally  competent  care,  instituting  a  web-based  Continuing  Medical 
Education  program,  providing  training  videos,  and  offering  cultural  competence  inserts 
for  staff  medical  presentations. 

Kaiser  Permanente ’s  actions  are  motivated  by  the  need  to  create  a  successful  business  as 
well  as  provide  the  best  care  possible.  While  many  initiatives  are  not  organization-wide 
yet,  there  is  institutional  support  to  implement  cultural  competence-related  projects  and 
programs.  As  Vince  Pasquariello  noted,  “These  issues  impact  liability.  .  .  [and  the 
ability]  to  take  an  accurate  history,  to  make  the  correct  diagnosis, ...to  assure  compliance 
with  the  treatment  plan  and  to  develop  appropriate  and  necessary  support  among  the 
patient’s  family  and  friends.  It’s  what  allows  me  to  deliver  on  the  promise  to  provide 
them  with  the  best  care  I  can  give.” 
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H.  Data  and  measurement  break  new  ground  for  patients,  communities,  and 
organizations. 

As  cultural  competence  gains  greater  visibility  in  health  care,  measurement,  quality, 
effectiveness,  and  outcomes  are  concerns  for  both  providers  and  policymakers.  Interest 
in  clinical  models  is  accompanied  by  an  equal  interest  in  determining  their  ability  to 
reduce  unnecessary  morbidity  and  increase  adherence  to  treatment.  Likewise,  purchasers 
are  intensifying  pressure  on  health  plans  not  to  add  expenses.  While  health  plans  argue 
that  paying  for  interpreters,  for  instance,  will  ultimately  lower  costs,  buyers  are  not 
convinced.  George  Halvorson,  president  and  CEO  of  HealthPartners,  views  increased 
data  about  outcomes  as  crucial  to  changing  that  attitude. 

Interestingly,  erroneous  assumptions  about  the  collection  of  race/ethnicity-based  data 
must  be  overcome  first.  For  example,  managed  care  plans  have  become  interested  in 
documenting  both  beneficiary  benefit  and  “return  on  investment”  for  cultural  competence 
interventions.  However,  many  health  plans  believe  that  federal,  state,  or  local  regulations 
prohibit  them  from  collecting  data  on  race/ethnicity.  These  presumed  restrictions  create  a 
significant  barrier  to  measuring  the  effectiveness  of  programs  for  these  populations  and 
their  communities.  However,  HHS’s  Tom  Perez  stated  that  federal  law  makes  no  such 
prohibition  for  race,  ethnicity,  or  language-related  data. 

The  second  national  conference  expanded  the  presentation  of  cultural  competence  models 
begun  in  the  first  meeting  to  include  discussion  of  data  and  measurement  issues.  Both 
conferences  highlighted  the  growing  number  of  innovations  and  practices  tailored  to 
specific  settings.  The  programs  discussed  in  the  sessions  generally  focused  on  either 
organizational  assessment  or  patient/community  level  measurement. 

Selected  organization  assessment  strategies 

The  Maternal  and  Child  Health  Bureau  of  HRSA  has  been  working  with  the  National 
Center  for  Cultural  Competence  to  design  a  tool  for  reviewing  cultural  competence  in 
seven  state  maternal  and  child  health  programs.  This  effort,  which  uses  a  model 
developed  by  James  Mason,  PhD  of  the  National  Center  for  Cultural  Competence, 
profiles  three  areas:  policy  making  and  administrative  status;  practice  and  service 
delivery;  and  consumers.  Lessons  learned  suggest  that  working  with  states  may  be 
encumbered  by  such  factors  as  staff  turnover,  slowness  of  the  process,  and  degree  of 
investment  in  the  process  by  the  state. 

The  Multicultural  Health  Unit  in  Australia  has  been  working  with  hospital  directors  to 
determine  organizational  readiness  for  cultural  competence.  Financial  or  racial/ethnic 
problems  and  other  environmental  factors  are  considered  in  this  process.  It  includes 
assessment  of  the  effectiveness  of  hospital  departments  in  addressing  priority  problems 
among  key  populations. 
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The  Portland  Department  of  Health  has  created  an  “organizational  climate  survey”  that 
integrates  cultural  competence  issues  into  benchmarks  for  addressing  health  conditions  in 
diverse  communities  and  populations. 

Patient/consumer/community  oriented  measures 

Health  systems  and  research  centers  have  generated  designs  for  tracking  or  measuring  the 
effect  of  their  programs  on  culturally  diverse  populations.  The  sample  of  California-based 
programs  cited  below  reflects  only  some  of  the  many  efforts  to  assess  effectiveness  of 
individual  level  interventions. 

Kaiser  Permanente  has  extended  traditional  measures  of  efficacy  and  satisfaction  to 
assess  the  effectiveness  of  its  initiatives  in  reaching  diverse  populations.  For  example, 
they  have  sent  a  patient  satisfaction  instrument,  the  Member  Appraisal  of  Physician 
Services,  to  enrollees  after  appointments.  These  assessments,  however,  extend  beyond 
access  in  general  to  consider  the  cultural  characteristics  of  enrollees  and  utilization.  For 
example,  Kaiser  has  assigned  accountability  for  implementation  of  language  services, 
with  three-year  implementation  plans  being  submitted  by  each  of  the  northern  California 
facilities. 

The  Consumer  Assessment  of  Health  Plans  (CAHPS)  survey  instrument  has  been  used  by 
the  National  Committee  on  Quality  Assurance  to  measure  satisfaction  in  diverse 
populations.  As  described  by  Leo  Morales,  MD,  PhD,  of  UCLA  and  RAND  Health 
Program,  the  National  CAHPS  Benchmarking  Database  surveys  patients  at  thirty-one 
Medicaid  plans  and  fifty-four  commercial  plans.  It  uses  four  “global  ratings,”  two  for 
health  professionals  (personal  doctor  or  nurse,  and  specialist),  one  for  health  care  and  one 
for  the  health  plan.  These  ratings  are  considered  within  the  context  of  five  different 
domains:  access,  promptness,  communication,  courtesy/helpfulness  of  office  staff,  and 
health  plan  customer  service.  General  findings  are  that  white  and  black  adult  enrollees 
tend  to  give  more  positive  ratings  of  care  than  Hispanics.  Such  results,  however,  retlect 
very  low  response  rates  (fifty  percent  or  below),  especially  among  those  qualified  for 
Medicaid. 

The  California  Healthcare  Foundation  and  the  California  Pan-Ethnic  Health  Network 
sponsored  a  program  assessing  the  value  of  using  general  consumer  surveys  such  as  the 
CAHPS,  the  Picker  Patient-Centered  Care,  and  Physician  Value  Check  to  address  cultural 
competence.  As  part  of  this  effort,  researchers  and  experts  in  cultural  competence  review 
relevant  materials  to  evaluate  their  usefulness  in  describing  the  experiences  of  diverse 
communities.  Results  indicated  that  generally,  these  surveys  provide  useful  information 
on  disparities  in  health  care  through  the  experiences  of  consumers.  Their  standardized 
content  and  administration  allow  for  comparisons  between  institutions.  However,  the 
items  in  the  surveys  did  not  address  some  crucial  aspects  of  culturally  competent  service 
delivery  such  as  translated  signage  and  interpreters. 
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In  summarizing  the  “state  of  the  art”  in  measuring  patient  satisfaction,  Thomas  Delbanco, 
MD,  of  Harvard  Medical  School,  noted:  “We’re  at  the  absolute  Model  T  stages  of 
measuring  patient  experiences  with  care.  The  sky  is  the  limit.”  While  sophisticated 
instruments  provide  valuable  information,  there  is  significant  merit  in  bringing  together 
individuals  in  a  particular  health  care  setting  to  determine  what  is  important  to  both 
practitioners  and  patients  in  measuring  the  efficacy  of  these  initiatives. 

Finally,  addressing  disparities  in  health  care  services  will  require  more  comprehensive 
ethnic/cultural  data  and  information.  As  expressed  by  Calvin  Freeman,  of  Calvin 
Freeman  &  Associates,  “We  do  need  to  advocate  for  policy  and  practice  changes  to 
promote  collection  and  analysis  of  race/ethnicity  data  at  the  organizational  level  and  to 
promote  changes  in  content,  administration,  and  analyses  of  consumer  surveys  to  enhance 
their  ability  to  contribute  to  measures  of  cultural  competence.” 


V.  Future  Directions 


The  Second  National  Conference  provided  an  opportunity  for  individuals  from  across  the 
United  States  to  discuss  issues  affecting  the  health  of  and  health  care  for  ethnically  and 
culturally  diverse  populations.  It  served  as  a  national  networking  forum  to  promote 
formal  and  informal  collaborations  among  attendees.  Further,  while  the  first  conference, 
outlined  the  rationale  for  addressing  cultural  competence  and  early  initiative 
development,  the  Los  Angeles  meeting  focused  on  innovative  strategies — from  early 
stage  development  to  completed  projects. 

Interactions  and  evaluations  from  the  conference  indicate  the  conference  has  had  a 
significant  impact  on  attendees,  serving  as  inspiration  for  many  to  continue  their  work, 
take  action  and  effect  change.  Overall  impressions  include:  “Extremely  valuable... a 
wonderful  source  of  encouragement  and  re-energizing  ideas,”  and  “Very  informative. 
Cutting  edge  ‘snapshot’  into  an  area  of  burgeoning  exploration.” 

Review  and  assessment  of  the  second  national  conference  has  resulted  in  plans  to 
convene  a  third  national  conference,  to  be  held  in  the  fall,  2002.  Interest  in  a  third 
meeting  was  evident  in  comments  at  the  second  conference  and  in  the  evaluation  forms. 
Questions  about  when  and  where  the  next  meeting  would  be  held  suggested  that  it 
continued  to  serve  as  a  valuable  venue  for  learning  about  emerging  approaches  to 
improving  care  for  diverse  populations  and  developing  networks  of  individuals  to  assist 
in  this  process.  Several  presenters  revealed  their  intentions  to  present  further  results  at 
the  “next  national  conference.” 

Measuring  the  impact  of  cultural  competence  initiatives  on  outcomes  will  play  a  pivotal 
role  in  the  advancement  of  a  national  cultural  competence  agenda.  Building  on  the 
success  and  the  recommendations  derived  from  the  first  and  second  conferences,  the 
objective  of  The  Third  National  Conference  is  to  advance  effective  health  care  for 
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culturally  diverse  populations  by  providing  a  national  forum  for  addressing  systems 
development,  data,  and  measurement  issues  as  they  relate  to  the  provision  of  high-quality 
care  for  these  populations.  This  new  conference  direction  seems  fitting  given  the  rapidly 
growing  knowledge  base  and  activities  being  developed  to  improve  the  health  of  racially 
and  ethnically  diverse  populations.  By  addressing  the  intensifying  interest  in  designs  to 
determine  efficacy  and  cost-effectiveness,  health  care  practitioners,  providers  and  payers 
can  be  given  the  tools  to  determine  what  works  well  for  applying  cultural  competence 
strategies  in  their  settings  for  the  betterment  of  their  patients  and  their  communities.  The 
Third  National  Conference  will  continue  to  promote  cultural  competence  and  educate 
attendees  about  basic  and  advanced  approaches  in  delivering  culturally  competent  care 
with  a  particular  focus  on  work  being  done  on  outcomes  research  and  performance 
measures. 
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Conference  Plenary  Presentations 
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IV.  Conference  Plenary  Presentations 


Featuring  the  core  conference  themes,  general  plenary  sessions  highlighted  national 
leaders  speaking  on  the  latest  trends,  practices,  and  policies  in  culturally  competent  health 
care.  Fourteen  speakers  addressed  conference  participants  during  plenary  sessions 
throughout  the  conference.  Summaries  of  these  presentations  follow. 


Opening  Remarks 

Opening  remarks  for  the  conference  were  given  by  conference  presenters  Julia  Puebla 
Fortier  and  Dennis  Andrulis,  PhD;  Warren  Furutani,  consultant  to  the  California 
Assembly  Speaker;  and  Nathan  Stinson,  Jr.,  PhD,  MD,  deputy  assistant  secretary  for 
minority  health,  US  Department  of  Health  and  Human  Services  (HHS). 

Julia  Puebla  Fortier,  director  of  Resources  for  Cross  Cultural  Health  Care,  welcomed 
the  attendees  to  the  conference.  She  mentioned  the  appropriateness  of  holding  the 
conference  in  California,  as  it  is  a  leader  in  terms  of  demographic  trends  as  well  as  policy 
and  activism  in  delivering  high-quality  health  care  services  for  culturally  diverse 
populations.  Ms.  Fortier  explained  that  the  conference  was  intended  to  include 
interaction,  dialogue,  and  networking  to  allow  participants  to  benefit  from  the  diverse 
perspectives  represented  by  the  conference  participants  and  speakers. 

Dennis  Andrulis,  PhD,  research  professor  at  the  State  University  of  New  York 
Downstate  Medical  Center,  recognized  the  growing  number  of  conference  attendees  (six 
hundred)  and  the  wide  variety  of  places  and  distances  from  which  they  had  traveled  (33 
states  and  3  countries).  He  pointed  out  that  sponsorship  of  the  conference  was  also 
diverse:  nineteen  organizations  representing  “all  walks  of  life.”  Dr.  Andrulis  presented 
these  facts  as  an  indication  that  the  value  of  cultural  diversity  is  expanding.  He  described 
this  conference  as  “furthering  the  work  of  the  first  meeting  by  moving  beyond  identifying 
the  community  and  health  care  landscape  for  cultural  competence,  to  drawing  attention  to 
innovations  and  emerging  ideas  to  improve  the  health  and  responsiveness  of  our  health 
services  to  the  needs  of  an  increasingly  multicultural  society.”  Dr.  Andrulis  emphasized 
the  importance  of  integrating  many  experiences  and  perspectives,  and  underscored  the 
joint  responsibility  of  health-related  professionals  and  organizations,  government,  private 
sector,  and  health  educators  working  in  collaboration  with  their  communities  to  improve 
access  to  high-quality  health  care  for  culturally  diverse  populations. 

Warren  Furutani,  consultant  to  the  California  Assembly  Speaker,  welcomed  the 
participants  to  Los  Angeles.  He  described  some  of  the  major  events  occurring  around  the 
time  of  the  conference  such  as  the  Los  Angeles  County  worker  strike  and  the  Democratic 
National  Convention.  Noting  that  the  conference  was  being  held  just  after  the  2000 
Olympics,  Mr.  Furutani  discussed  the  contribution  of  diversity  to  the  strength  of 
American  teams.  He  pointed  out  that  the  ethnic  composition  of  the  Olympic  teams  also 
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reveals  a  challenge:  swimmers  are  mostly  white,  ping-pong  players  Chinese,  and  the 
track  team  is  mostly  African-American.  He  felt  that  this  trend  was  changing  but  needed 
attention.  Mr.  Furutani  observed  that  as  the  population  becomes  more  and  more  diverse  it 
is  more  and  more  difficult  to  define  “the  public,”  and  therefore  more  difficult  to 
determine  how  to  serve  that  public.  He  mentioned  the  importance  of  considering  what 
kind  of  public  health  systems  immigrants  have  come  from  in  their  mother  countries. 
“What  do  they  bring  with  them  as  they  come  to  and  become  a  part  of  our  community?” 

Deputy  Assistant  Secretary  for  Minority  Health  Nathan  Stinson,  Jr.,  PhD,  MD,  was 
introduced  by  Dr.  Andrulis,  who  thanked  the  Office  of  Minority  Health  (OMH)  for  their 
role  in  bringing  about  the  conference.  Dr.  Stinson  thanked  all  the  sponsors  of  the  meeting 
and  reiterated  the  importance  of  the  conference.  He  brought  greetings  from  then 
Secretary  of  Health  and  Human  Services,  Donna  Shalala,  and  US  Surgeon  General  David 
Satcher,  mentioning  that  they  have  made  cultural  competency  a  priority  for  HHS  over  the 
past  year.  Dr.  Stinson  also  mentioned  the  importance  of  advocates  for  cultural 
competence  within  the  Health  Care  Financing  Administration  (now  the  Centers  for 
Medicare  &  Medicaid  Services  (CMS)).  He  stated  that  OMH  was  looking  forward  to 
hearing  the  recommendations  coming  out  of  the  conference  and  that  the  organization  felt 
strongly  about  reviewing  outcomes  of  programs  and  activities  they  were  involved  with  to 
glean  action  steps  or  recommendations.  He  also  emphasized  the  importance  of  getting  the 
information  back  to  the  communities  and  disseminating  it  “very,  very  broadly  to  other 
aspects  of  the  health  care  environment.” 

Dr.  Stinson  pointed  out  that  the  chairs  at  the  conference  were  full  and  some  of  the 
“pioneers”  in  work  on  cultural  competency  were  in  attendance.  He  mentioned  that  early 
in  the  movement  there  were  only  a  few  people  working  on  this  issue,  but  now  it  has 
begun  to  gain  momentum  and  an  increased  awareness  of  its  importance.  He  illustrated  the 
strength  of  diversity  in  the  United  States  through  an  example  of  the  unique  contribution 
of  the  Navajo  code-talkers  to  national  security  during  the  Second  World  War.  Dr.  Stinson 
explained  that  cultural  competence  is  really  about  quality  of  care.  As  the  country 
becomes  more  and  more  diverse,  the  ability  to  provide  quality  care  is  dependent  on  the 
ability  of  providers  to  engage  with  different  cultures.  The  critical  aspect  of  delivering 
patient  care  is  communication  and  the  provider/patient  interaction.  In  closing  he  stated, 
“The  bottom  line  is  that  this  is  a  quality  care  issue  that  all  of  us  need  to  be  involved 
with.” 
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Keynote  Address:  Reed  V.  Tuckson ,  MD 


Reed  Tuckson,  MD,  Senior  Vice  President  for  Professional  Standards,  The  American 
Medical  Association  (Currently,  Dr.  Tuckson  is  Senior  Vice  President  for  Consumer 
Health  and  Medical  Care  Advancement,  United  Health  Group.) 

In  his  keynote  address.  Dr.  Reed  Tuckson  identified  the  challenges  ahead.  “We  need  to 
vigorously  examine  and  reassess  our  strategies  and  tactics,  we  must  stimulate  the 
continued  development  of  new  approaches,  and  we  must  take  a  fresh  look.”  He 
acknowledged  that  the  struggle  was  too  often  frustrating  and  expressed  hope  that  the 
conference  would  give  people  an  opportunity  to  “recharge  their  batteries.”  He  outlined 
the  issues  he  considered  critical  to  progress. 

Issue  One:  Develop  a  shared  vision  for  health  for  all  America  He  pointed  out  that 
American  culture  is  connected  to  the  rest  of  the  world  through  its  technology,  economy, 
popular  culture,  symbols,  and  imagery.  He  cited  as  an  example  the  Olympics  in 
Australia,  where  the  advertising  was  the  same  seen  all  over  the  world,  offering  an  image 
of  “the  good  life.”  He  described  a  Millennium  New  Year’s  Eve  telecast  that  stopped  in 
one  country  after  another  at  midnight,  and  in  each  place,  the  music  was  played  to  the 
same  two-four  beat. 

Yet  often  people  don’t  see  that  connection.  The  person  living  in  a  gated  community  in 
Los  Angeles  might  not  see  why  he  should  care  if  the  public  health  clinics  close  because 
of  a  budget  crisis.  As  Dr.  Tuckson  said,  he  could  prove  scientifically  that  “the 
tuberculosis  bacilli  could  just  about  squeeze  through”  those  gates. 

“If  we’re  to  be  successful,  it  requires  leaders  with  a  vision  who  are  prepared  to  grapple 
with  difficult,  complex,  protracted,  and  interconnected  problems,  who  are  focused  more 
on  what  unites  us  than  on  what  divides  us.  We  are  all  in  it  together,”  he  said. 

“If  we  are  to  be  successful,  we  need  a  unifying  vision  that  attracts  new  skills  and  creative 
talents  to  the  struggle.”  He  lamented  the  cuts  in  public  health  departments’  budgets  that 
make  it  impossible  to  cover  even  basic  services,  never  mind  leaving  room  for  innovation. 
He  said  that  what  was  needed  was  the  kind  of  inspiration  that  someone  at  Nike  showed  in 
an  ad  that  focused  on  the  “beauty  of  really  dark,  rich,  black  skin.  I  want  to  hire  that 
person.” 

Dr.  Tuckson  quoted  Toni  Morn  son,  whose  words  he  felt  cut  through  the  barriers  between 
communities:  “She  imagined  a  brightness  that  could  be  carried  in  her  amis  and 
distributed,  if  need  be,  into  places  as  dark  as  the  bottom  of  a  well.” 
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Issue  Two:  Manage  the  transition  from  a  disease-oriented,  pathogenic-based,  organ 
system-centered,  individually-focused  system  to  a  health  promotion,  disease 
prevention,  comprehensive  person-centered,  population-based  model.  He  believes 
that  once  the  whole  person  is  treated,  in  the  context  of  their  family  and  community,  the 
number  of  premature  deaths  in  ethnic  groups — numbering  about  75,000  in  the  African- 
American  community — will  decline.  For  this  to  happen,  the  challenge  is  to  find  “the 
underlying  causes  of  the  underlying  causes.” 

One  problem  is  making  sure  people  are  getting  all  the  information  they  need.  In  AIDS 
prevention  programs,  for  example,  it’s  not  enough  for  public  health  programs  to  make 
condoms  available;  they  have  to  address  the  issue  of  resistance  to  using  the  condom. 
Access  to  information  is  a  problem  when  “communities  are  struggling  just  to  get  the 
phone,  much  less  the  phone  line  connected  to  the  Internet.” 

Issue  Three:  Develop  a  shared  vision  for  our  communities.  Health  care  organizations 
can  no  longer  engage  in  strategic  planning  for  the  community  when  nobody  from  the 
community  is  there.  Members  of  the  community  must  be  there  from  the  beginning.  “And 
that  means  we’ve  got  to  have  humility,  taking  the  time  to  listen  and  learn.”  The  skill  of 
listening  is  something  that  doctors  must  have  in  order  to  take  an  accurate  history  from  a 
patient.  Without  knowledge  of  the  community,  a  doctor  in  the  South  wouldn't  know  that 
a  black  woman  who  is  pregnant  may  have  anemia  because  she  has  eaten  clay,  or  that  a 
woman  who  repeatedly  visits  an  emergency  room  in  L.A.,  with  no  apparent  injuries,  may 
turn  out  to  have  been  abused,  if  the  doctor  knows  enough  to  look  in  her  ear  for  a  popped 
tympanic  membrane.  With  community  organizing,  this  type  of  information  can  come 
back  to  the  providers  and  make  them  better  diagnosticians. 

He  warned  against  paternalism,  a  mistaken  attitude  that  he  had  at  one  time  when  he  set  up 
a  health  fair  in  public  housing  where  only  five  people  showed  up.  He  came  to  understand 
that  unless  he  engaged  and  trained  local  people  as  his  deputies,  and  showed  them  how  to 
set  up  a  fair,  he  would  never  get  the  kind  of  participation  that  would  bring  change. 

Issue  four:  Manage  the  implications  and  consequences  of  the  molecular  biologic, 
genetic,  and  technological  revolution.  This  means  gaining  the  trust  of  the  community 
so  that  people  are  open  to  new  treatment  possibilities.  There  is  a  great  fear  of  studies  of 
particular  ethnic  groups,  fear  of  discrimination  based  on  the  findings.  The  possibilities 
raised  by  increasing  knowledge  of  the  human  genome  make  it  even  more  critical  that 
these  complex  concepts  are  explained  clearly,  and  that  people  understand  any  test  they 
are  given. 

Issue  five:  Improve  the  clinical  interaction  with  medical  care  providers  and  delivery 
organizations.  This  involves  helping  patients  recognize  symptoms,  sensitizing  doctors 
to  a  patient’s  communication  style,  applying  clinical  epidemiology  that  comes  from  an 
understanding  of  a  given  population,  and  using  this  information  to  make  better 
diagnoses.  A  doctor  cannot  edit  the  options  he  offers  a  patient  based  on  a  biased  idea  of 
what  he  thinks  the  patient  can  afford  or  understand. 
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Using  technology  to  make  this  wealth  of  information  about  various  communities 
available  to  health  providers  and  patients  is  the  next  frontier. 

Issue  six:  Find  fair  and  accurate  methods  to  evaluate  and  assess  clinical  care 
outcomes.  Pressure  is  mounting  to  obtain  hard  data  on  whether  patients  associated  with 
a  given  provider  live  or  die.  Assessments  must  take  into  account  the  population  that 
doctors  are  dealing  with,  if,  as  Dr.  Tuckson  said,  ‘The  people  are  coming  to  see  you  half 
dead  in  the  first  place.  You  can  be  doing  great  work,  but  it  may  not  come  out.”  This  type 
of  disparity  calls  for  very  accurate  records  of  such  factors  as  case  mix,  severity  of  illness, 
health  status  of  patients,  among  other  things. 

He  described  requirements  for  competency  developed  by  the  American  Board  of  Medical 
Specialties  (ABMS).  Among  the  questions  they  ask  is,  “Do  you  provide  culturally 
competent  care?”  He  encouraged  the  audience  to  help  the  ABMS  define  the  term. 

Dr.  Tuckson  concluded  by  encouraging  continued  efforts  to  get  more  minorities  into  the 
health  care  professions,  to  make  cultural  competency  part  of  every  medical  school 
curriculum,  and  to  keep  up  the  fight  to  translate  policy  into  action. 
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The  Case  for  a  National  Strategy  on  Promoting  Cultural  Competence  in  Health 

Care 

Michael  Hash,  former  Acting  Administrator,  Health  Care  Financing  Administration, 
renamed  the  Centers  for  Medicare  &  Medicaid  Services  (CMS) 

Mr.  Michael  Hash  reported  on  the  Health  Care  Financing  Administration’s  (HCFA) 
progress  toward  cultural  competence  and  described  the  federal  mandates  and  guidelines 
that  drive  HCFA’s  work. 

In  August,  2000,  an  executive  order  mandated  that  HCFA  partners’  activities  meet  the 
needs  of  their  culturally  diverse  beneficiary  populations.  The  Office  for  Civil  Rights  of 
the  Department  of  Justice  published  broad  government-wide  guidelines  regarding  limited 
English  proficiency,  a  framework  that  was  intended  to  be  customized  by  other  federal 
agencies. 

In  response,  the  Department  of  Health  and  Human  Services  (HHS)  issued  guidelines 
through  its  Office  for  Civil  Rights  outlining  the  elements  of  success  that  are  common  to 
limited-English-proficiency  programs.  Four  elements  were  considered  integral  to  success: 

1 )  assessment  of  the  language  needs  of  the  population  served; 

2)  internal  written  policies  on  such  things  as  translation  and  interpretation 
services; 

3)  assurance  that  the  practitioners  are  applying  the  policies;  and 

4)  systems  for  monitoring,  oversight,  and  accountability. 

Mr.  Hash  emphasized  that  the  federal  guidelines  do  not  imply  a  “one  size  fits  all” 
approach;  their  intent  is  to  make  it  possible  to  measure  results  so  that  access  and 
outcomes  improve.  Additional  efforts  to  draft  national  guidelines  on  culturally  and 
linguistically  appropriate  services  are  ongoing  in  other  organizations,  including  HHS 
Office  of  Minority  Health  and  another  conference  sponsor.  Resources  for  Cross  Cultural 
Health  Care.  This  work  will  provide  a  “common  agenda.” 

While  he  affirmed  HCFA’s  commitment  to  ensuring  health  care  access  to  the  one  in  four 
Americans  represented  by  its  more  than  75  million  beneficiaries,  he  expressed  concern 
that  access  is  still  not  adequate.  Of  the  39  million  people  entitled  to  Medicare,  it  is 
estimated  that  12  million  are  at  risk  for  “culturally  based  barriers.”  An  even  larger 
percentage  of  the  36  million  Medicaid  beneficiaries  and  the  2.5  million  children  who  are 
entitled  to  benefits  through  State  Children’s  Health  Insurance  Program  (SCHIP)  are  at 
risk  of  getting  less  than  the  health  care  they  need. 

One  in  six  Medicare  beneficiaries — 6.2  million  people — and  more  than  half  of  those 
receiving  Medicaid  are  in  a  managed  care  plan.  HCFA  is  aiming  to  publish  managed 
care  regulations.  All  managed  care  contractors  will  be  required  to  demonstrate  that  they 
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have  programs  underway  to  address  each  of  the  four  elements  listed  in  the  HHS  Office  of 
Civil  Rights  guidelines  mentioned  above. 

HCFA  has  dedicated  many  resources  to  improving  translation  of  administration  materials 
and  is  sensitive  to  the  difference  between  translation  and  “trans-creation,”  described  by 
Mr.  Hash  as  the  “context  for  communicating  information.”  If  translation  is  too  literal,  it 
can  create  complete  misconception.  He  wants  HCFA  documents  to  capture  the 
comprehensive  message,  to  make  it  relevant  to  the  reader,  and  to  be  sensitive  to  the 
nuance  of  meaning,  not  publishing  a  brochure  in  a  color  that  a  given  culture  associates 
with  death,  for  example. 

Mr.  Hash  described  some  of  the  new  initiatives  HCFA  has  launched  over  the  last  few 
years  to  improve  access  to  care  and  reduce  health  disparities: 

•  Employment  of  more  Spanish-speaking  staff,  particularly  customer  service 
representatives  on  their  toll-free  information  line 

•  Awareness  training  for  HCFA  staff 

•  Training  programs  for  contractors  who  process  claims  and  pay  bills  for 
Medicare 

•  New  handbooks  and  guides  for  each  Medicare  household,  available  in  Spanish 
(they  are  trying  to  expand  to  other  languages,  including  two  Chinese  dialects) 

®  Websites,  medicare.gov  or  cms.gov,  where  materials  are  available 

•  Work  by  regional  offices  on  translating  materials  into  six  other  languages 

•  Customer  testing  of  all  documents  in  English  to  make  sure  they  are  clear  to 
English-speaking  Medicare  beneficiaries 

•  Local  partnerships  to  target  specific  needs.  The  Horizons  Project,  managed  by 
the  Center  for  Beneficiary  Services  (renamed  the  Center  for  Beneficiary 
Choices)  at  HCFA,  has  undertaken  transcreation  of  materials  for  African- 
American,  Asian-American  and  Pacific  Islanders,  and  Hispanic 
American/Latino  populations. 

•  Contracts  with  Historically  Black  Colleges  and  Universities  (HBCUs)  to 
conduct  research  on  barriers  to  care,  quality  of  care,  and  attitudes  toward 
prevention  among  African-Americans 

•  Tribal  Colleges  and  Universities  initiative  to  focus  on  outreach  and  enrollment 
in  Medicaid  and  SCHIP 

•  A  research  agenda  to  gather  baseline  utilization  and  expenditure  data  on 
various  ethnic  groups 

®  Physician-based  groups  in  every  state  working  to  reduce  ethnic  disparities  in 
outcomes  of  patients  with  breast  cancer,  diabetes,  and  pneumonia 

•  Investing  in  distance  learning  programs  aimed  directly  at  physicians 

In  conclusion,  Mr.  Hash  indicated  that  the  funding  stream  is  not  secure  at  HCFA  and  that 
there  is  a  gap  between  resources  and  opportunities.  He  said  that  HCFA  can  be  “not  just  a 
payer  of  bills,  a  processor  of  claims,  but  ...  an  advocate. ..and  a  leader  in  improving  the 
accessibility,  the  quality,  and  the  outcomes  of  health-care  services”  for  its  beneficiaries. 
He  acknowledged  the  importance  of  feedback  from  the  audience,  especially  those 
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representing  community-based  organizations  and  providers  of  health  plans,  whom  he 
considers  partners  and  the  “face  of  our  program.”  During  the  Q&A  period,  it  was  pointed 
out  that  there  are  additional  beneficiaries  of  HCFA’s  programs:  teaching  hospitals  and 
other  federally  qualified  health  center  programs. 

As  for  the  future,  he  described  a  2002  national  project  that  would  target  improvement  of 
services  to  patients  with  a  particular  disease  through  culturally  appropriate  measures. 
Funding  decisions  will  then  be  linked  to  these  outcomes.  Also,  there  will  be  more  effort 
to  make  sure  translation  services  are  available  and  that  funding  is  earmarked  for  that 
purpose.  He  reiterated  the  necessity  of  accountability  to  measurable  progress  as  key, 
particularly  in  regard  to  making  sure  state  Medicaid  programs  are  following  the  national 
guidelines.  HCFA  will  implement  increased  training  of  surveyors  for  each  of  the  50 
states  to  ensure  compliance. 
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Strategy  and  Action  for  Serving  a  Culturally  Diverse  Population 

Irene  M.  Ibarra ,  Chief  Executive  Officer ,  Alameda  Alliance  for  Health 

Ms.  Irene  Ibarra  described  how,  over  its  four-and-a-half-year  lifetime,  the  75,000- 
member  Alameda  Alliance  for  Health  has  evolved  to  serve  its  diverse  population.  The 
Alliance,  a  licensed  local  health  plan  in  California,  is  a  public/private  partnership 
comprised  of  safety-net  traditional  providers  and  private  practitioners.  Ms.  Ibarra  feels 
that  this  mix  of  providers  increases  the  Alliance’s  success  in  reaching  diverse  patient 
communities.  She  outlined  five  strategies  to  which  her  organization  is  committed: 
increasing  access  to  quality  health  care;  reducing  disparities  in  health  status;  improving 
quality  of  care  and  health  outcomes;  creating  a  culturally  competent  organization;  and 
satisfying  patients. 

To  achieve  these  goals  the  organization  has  taken  several  steps: 

•  Insuring  language  proficiency  at  all  points  of  contact,  both  medical 
and  non-medical 

•  Training  and  certifying  staff  in  cultural  competence 

•  Ensuring  that  competence  extends  to  all  levels  of  the  organization 

•  Making  efforts  to  understand  and  track  disease  prevalence 

•  Seeking  community  and  consumer  involvement  in  the  form  of  an 
advisory  committee 

•  Conducting  frequent  care  satisfaction  surveys 

Increasing  access  is  the  Alliance’s  number  one  priority.  Ms.  Ibarra  pointed  out,  “If  you 
do  not  have  access  to  health  care  on  a  regular  basis  you  do  not  receive  preventive  care.” 
Alameda  Alliance  for  Health  is  working  with  community  clinics  to  do  outreach  and 
education  about  Medicaid  and  SCHIP,  with  the  goal  of  improving  access.  The  Alliance 
has  partnered  with  Asian  Health  Services  and  La  Clinica  De  La  Raza  on  these  projects 
through  grants  from  the  W.K.  Kellogg  Foundation  Community  Voices  Project. 

A  key  factor  in  increasing  access  is  affordability  of  coverage.  Studies  have  shown  that 
members  of  non-white  racial  or  ethnic  groups  are  more  likely  to  be  uninsured.  Focus 
groups  in  Alameda  County  that  included  uninsured  families  showed  that  those  who  are 
uninsured  are  most  likely  never  to  have  been  insured.  They  lack  employer-based 
coverage  or  cannot  afford  the  family  premiums  that  are  offered.  Compounding  the 
problem,  some  families  do  not  qualify  for  Medicaid,  have  family  members  who  do  not 
qualify,  or  have  a  child  who  is  not  eligible  for  SCHIP. 

When  the  Alliance  conducted  focus  groups  in  the  community  to  see  what  people  wanted, 
they  found  community  members  wanted  what  most  people  want:  “the  most 
comprehensive  package  for  the  least  cost.”  In  response,  the  Alliance  decided  to  offer 
products  tailored  to  working  families,  including  uninsured  immigrant  and  undocumented 
children  and  adults  who  do  not  qualify  for  public  programs.  Family  Care  offers 
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comprehensive  health  and  dental  coverage,  with  “full  preventive  and  acute  care,  as  well 
as  acupuncture  and  chiropractic  services.”  The  Alliance  partnered  with  Delta  Dental  and 
offered  low  copays  for  dental  care.  Membership  is  steadily  increasing  and  members  are 
paying  their  premiums  on  a  monthly  basis.  Ms.  Ibarra’s  belief  is  that  “if  insurance  is 
offered,  explained,  and  made  affordable,  families  will  sign  up.” 

Currently,  the  Alliance  has  funded  a  random  telephone  survey  to  explore  the 
characteristics  of  the  uninsured  in  Alameda  County  with  a  particular  emphasis  on  these 
ethnic  communities:  African-American,  Latino/Hispanic,  Chinese,  Vietnamese,  and 
Korean.  Once  complete,  the  information  will  help  Alameda  Alliance  for  Health  better 
serve  the  uninsured. 
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How  Do  We  Achieve  Cultural  Competence  in  the  Health  Professions? 

Josepha  Campinha-Bacote,  PhD,  RN,  CS,  CNS,  CTN,  FAAN 
Transcultural  Healthcare  Consultant,  Transcultural  C.A.R.E.  Associates 

Dr.  Josepha  Campinha-Bacote,  president  and  founder  of  Transcultural  C.A.R.E. 
Associates,  a  health  care  consulting  firm,  stated  that  the  skills  needed  to  address  cultural 
competence  in  the  clinical  setting  are  critically  different  from  those  needed  to  address 
cultural  competence  in  the  workforce  setting.  In  addition  to  understanding  a  colleague's 
or  patient's  values,  beliefs,  practices,  and  lifeways,  health  care  professionals  must  possess 
knowledge  in  the  field  of  biocultural  ecology.  Biocultural  ecology  includes  such  areas  as 
ethnic  pharmacology,  diseases  prevalent  in  specific  cultural  and  ethnic  groups,  and 
anatomical  and  physiological  differences  found  among  ethnically  diverse  populations. 
She  mentioned  that  these  are  but  a  few  examples  of  the  knowledge  needed  by  health  care 
professionals  to  provide  quality  care  for  culturally  diverse  populations  in  a  clinical 
setting.  Her  session  aimed  to  provide  health  care  professionals  with  a  model  of  cultural 
competence  that  they  can  use  to  improve  outcomes. 

Dr.  Campinha-Bacote  described  a  model  of  cultural  competence  called  “The  Process  of 
Cultural  Competence  in  the  Delivery  of  Healthcare  Services,”  which  is  used  in  several 
schools  of  nursing,  medicine,  social  work,  pharmacy  and  other  allied  health  professions 
as  a  conceptual  framework  for  educating  undergraduate  and  graduate  students.  The 
model's  constructs  of  cultural  awareness,  cultural  knowledge,  cultural  skill,  cultural 
encounters  and  cultural  desire  can  be  directly  applied  to  the  clinical  setting. 

She  mentioned  that  operationalizing  one  of  the  constructs  of  this  model — cultural 
desire — has  been  a  challenge.  Although  the  model  provides  health  care  professionals  with 
a  conceptual  definition  of  cultural  desire,  an  operational  definition  has  not  been 
established.  Similar  to  “the  art  of  caring,”  cultural  desire  is  a  subjective  construct. 
However,  many  health  care  professionals  feel  that  cultural  desire,  like  caring,  is  a  critical 
component  of  cultural  competence.  She  hopes  that  those  health  care  professionals  who 
already  possess  cultural  desire  will  take  the  lead  in  developing  an  operational  definition 
for  this  construct. 

Dr.  Campinha-Bacote  stressed  that  in  applying  any  model  of  cultural  competence  to  the 
clinical  setting,  health  care  professionals  and  educators  must  understand  that  cultural 
competence  is  a  journey,  not  a  destination;  a  process,  not  an  event;  dynamic,  not  static; 
cyclic,  not  linear;  and  finally  a  process  of  “becoming”  culturally  competent,  rather  than 
"being"  culturally  competent.  As  she  asked  the  audience  to  remember,  “People  don't  care 
how  much  you  know  until  they  first  know  how  much  you  care.” 
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How  Do  We  Achieve  Cultural  Competence  in  the  Health  Professions? 

Vince  Pasquariello ,  MD,  Kaiser  Permanente  Northern  California  Diversity  Council 

Dr.  Vince  Pasquariello  described  Kaiser  Permanente’s  strategies  for  improving  cultural 
competence  at  all  levels  of  the  organization.  He  analyzed  the  successes  and  the 
challenges  facing  various  types  of  programs.  Key  to  these  efforts  were  leadership  at  the 
national  level;  knowledge  of  the  community  and  needs  assessment  at  the  local  level;  and 
treating  cultural  competence  not  as  an  add-on,  but  as  integral  to  quality  and  good 
business. 

Dr.  Pasquariello  opened  by  saying  that  diversity  is  nowhere  more  apparent  than  in 
California,  “the  first  contiguous  state  in  the  United  States  to  be  composed  entirely  of 
minorities.  We  have  no  majority  group  in  this  state...”  Kaiser  Permanente’s  70,000 
employees  and  7,500  physicians  serve  six  million  members  in  California. 

The  company’s  efforts  in  California  were  spearheaded  by  their  National  Diversity 
Council,  made  up  of  senior  leadership  committed  to  these  endeavors.  Half  of  this  board, 
by  design,  was  made  up  of  physicians.  The  council  produced  two  documents:  “Diversity 
and  Excellence,  Planning  for  the  Year  2000,”  which  makes  the  business  case  and  the 
quality  case  for  cultural  competence;  and  “Kaiser  Permanente’s  Strategic  Plan  for 
Diversity,”  which  lays  out  plans  for  various  groups  to  use. 

Dr.  Pasquariello  described  a  series  of  programs  that  Kaiser  Permanente  has  used. 

•  Data  analysis.  Each  region  analyzed  the  composition  of  its  membership  and  its 
workforce.  They  used  the  data  to  develop  programs  that  speak  to  the  needs  of  their 
community. 

•  Center  of  excellence  for  learning  services.  This  center  is  modeled  on  their 
centers  for  specific  medical  conditions.  Its  purpose  is  to  address  the  huge  shortage  of 
trained  and  certified  interpreters.  The  center  offers  translation  services,  signage,  a 
record  of  best  practices,  and  transmits  information  across  groups. 

•  Language  preference  database.  Using  this  information,  a  facility  can  make  sure 
a  translator  is  available  before  booking  an  appointment.  They  hope  to  accumulate 
data  on  outcomes  so  that  they  can  assess  how  they  are  serving  parts  of  their 
population. 

•  Staff  associations  for  specific  cultural  groups.  These  groups  sponsor  community 
health  fairs;  scholarship  programs  for  bilingual,  bicultural  staff;  mentorship  programs 
to  help  staff  move  up  into  management  positions.  They  also  set  up  community 
immunization  clinics,  outreach  programs  for  culturally  specific  illnesses,  and 
recruitment  efforts. 
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•  Regional  and  subregional  cal!  centers.  These  centers  offer  language-specific 
lines  for  information,  advice,  and  appointments. 

•  Interpreter  services.  They  have  contracted  with  Berlitz  to  train  and  certify  staff  as 
medical  interpreters.  In  San  Francisco,  where  80  languages  are  spoken,  they  partnered 
with  San  Francisco  City  College  to  put  in  place  an  interpreter  training  program.  The 
program  has  been  “incredibly  successful.” 

•  Provider  Siandbooks.  They  have  guides  on  culturally  competent  care  for  various 
populations.  The  handbooks  review  the  customs  and  health  beliefs,  health  risks  and 
epidemiology  of  each  group.  The  challenge  is  getting  staff  to  use  the  handbooks. 

•  Electronic  media.  Web-based  CME  provide  educational  modules  that  can  be 
worked  on  alone  or  in  groups.  Videos  using  professional  actors  portray  cultural 
dilemmas  between  doctors  and  patients.  These  are  sometimes  accompanied  by  a 
workbook  for  training  clinicians  and  their  workgroups. 

•  Specialty-based  training.  They  created  six  “train  the  trainer”  modules  that 
integrated  cultural  competence  into  areas  such  as  orthopedics  and  gynecology. 

Dr.  Pasquariello  acknowledged  that  any  program  can  meet  with  physician  resistance. 
Physicians  were  taught  to  treat  everyone  the  same,  to  follow  a  logical  course  of  treatment 
that  stems  from  the  diagnosis.  They  may  feel  as  if  “they  are  being  told  they’ve  been 
practicing  bad  medicine  all  these  years.”  Learning  how  to  deal  with  a  constantly 
changing  population  can  seem  overwhelming,  but  he  said  that  an  exploration  of  strategies 
must  continue. 

Celebrations  of  success  show  an  organization’s  commitment.  Kaiser  Permanente 
celebrated  with  their  23rd  national  conference  on  diversity,  a  free  conference  open  to  all 
members.  They  also  present  the  RJ  Erickson  annual  diversity  achievement  awards  to 
thank  and  honor  individuals,  teams,  groups,  and  facilities  who  have  made  cultural 
competence  a  priority. 
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Managed  Care  and  Culturally  Diverse  Populations 

George  Halvorson,  President  and  CEO,  HeaJthPartners 

Mr.  George  Halvorson  reflected  on  the  root  causes  of  misunderstanding  and  conflict 
when  organizations  serve  a  multicultural  population.  He  explored  “the  impact  that 
diversity  has  on  any  setting,  on  any  community,  on  any  industry,”  and  specifically  on 
health  care.  He  explained  how  HealthPartners,  one  of  the  largest  health  plans  in  the 
United  States,  addresses  the  needs  of  the  increasingly  diverse  population  it  serves  in 
Minnesota. 

“Diversity  should  create  synergy.  .  .  .  Ideally,  diversity  should  create  learning 
experiences  for  us  all.”  The  multiculturalism  that  is  evident  in  our  cuisine,  music, 
clothing,  vocabulary,  science,  and  our  legal  system  are  the  result  of  taking  what  works 
from  many  cultures  and  leaving  the  rest  behind.  As  an  example  he  cited  the  adoption  of 
the  concept  of  common  law  from  Great  Britain,  giving  rights  to  individuals,  while 
leaving  behind  the  monarchy.  This  selective  and  enlightened  borrowing  of  the  best 
features  from  other  cultures  creates  a  synergy  that  draws  people  from  all  over  the  world 
to  the  United  States. 

However,  he  said,  we  “often  find  our  behaviors  guided  by  ancient  instincts — hardcoded, 
hardwired  into  our  genes — that  cause  us  to  divide  the  world  into  us  and  them,  friend  and 
enemy,  our  clan  and  your  clan.  .  .  .  When  that  kind  of  behavior  is  triggered,  then  diversity 
creates  divisiveness.”  Understanding  the  underlying  causes  of  this  behavior  offers  a 
chance  to  see  how  it  can  undermine  efforts  in  a  field  such  as  health  care. 

He  compared  instincts  to  programs  that  reside  on  the  computer  but  do  not  run  until  they 
are  activated.  “Instincts  require  triggers  to  come  forward.  And  once  triggered,  the 
instinct  creates  a  program,  and  that  program  interprets  data  and  gives  emotional 
responses  to  situations.  So  a  triggered  instinct  creates  an  intellectual  and  emotional 
context,”  he  said. 

Mr.  Halvorson  discussed  the  instinct  to  mate,  to  form  hierarchies,  to  be  territorial,  to 
protect  the  young,  and  to  name  a  chief  to  lead  a  group.  He  quoted  Carl  Jung,  who  said, 
“Human  behavior  is  influenced  by  instinct  to  a  far  greater  degree  than  is  generally 
supposed.  Whenever  we  meet  with  uniform  and  regularly  recurring  modes  of  action  and 
reaction,  we  are  dealing  with  instinct,  no  matter  whether  it  is  associated  with  a  conscious 
motive  or  not.”  Mr.  Halvorson  added,  “Even  though  we  are  intellectual  and  enlightened 
people,  we  do  have  instincts  that  create  some  of  our  core  drives,  and  our  intellect  very 
often  is  servant  to  those  instincts.” 

Instinct  forms  cultures  that  “are  in  some  cases  beautiful,  wonderful,  productive  human 
inventions.”  But,  he  advised,  the  culture  need  not  define  the  individual.  “There  are  too 
many  times  when  cultural  rigidity  binds  people.”  The  tribal  instinct  that  creates  “us”  and 
“them”  has  led  to  hundreds  of  ethnic  wars  and  millions  of  people  being  displaced  because 
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of  their  ethnicity.  Those  conflicts  are  the  “result  of  local  diversity  that  was  situationally 
inflamed  into  us/them  instincts  and  created  a  state  of  armed  divisiveness.” 

When  those  same  instincts  are  triggered  in  corporations,  divisions  result:  union  versus 
management,  caregivers  versus  marketing,  doctors  versus  hospital  administration.  Then 
suspicions  arise,  and  there  is  mistreatment,  lying,  and  anger.  This  even  gives  rise  to  the 
feeling  that  it  is  traitorous  to  make  friends  with  someone  who  is  a  “them.”  People  are 
wired  by  instincts  to  suspend  conscience  in  dealing  with  someone  emotionally  defined  as 
a  “them.” 

In  health  care,  the  wariness  goes  both  ways.  Whichever  person  is  the  minority  goes  on 
full  alert.  This  is  a  natural  response.  Each  culture  has  a  list  of  “shoulds”  that  another 
culture  is  not  likely  to  understand.  If  a  woman  believes  she  should  not  be  touched  by  any 
man  other  than  her  husband,  or  if  someone  believes  in  a  mystical  cause  for  a  disease,  and 
if  the  caregiver  is  ignorant  of  these  beliefs,  then  “we  won’t  be  able  to  heal  as  well  as  we 
should.  We  need  to  recognize  the  key  beliefs  of  other  cultures  so  we  can  respect  and  deal 
with  them.” 

Here  are  some  of  the  steps  HealthPartners  has  taken  to  fulfill  their  commitment  to  serve  a 
diverse  population: 

1 )  List  all  caregivers  on  the  Internet,  noting  the  language  they  speak,  and  let 
members  choose  their  caregiver. 

2)  Provide  performance  and  outcome  data  for  caregivers  who  treat  specific 
conditions  that  may  have  an  ethnic  component. 

3)  Give  extensive  diversity  training  to  staff. 

4)  Hire  interpreters  in  nearly  150  languages;  hire  diverse  staff. 

5)  Build  and  support  clinics  in  ethnic  communities. 

6)  Publish  information  in  local  ethnic  newspapers  about  diseases  prevalent  in 
the  community. 

7)  Provide  culturally  sensitive  counselors  who  can  help  people  deal  with 
issues  that  result  from  immigration. 

Mr.  Halvorson  explained  that  the  company’s  mission  is  to  improve  the  health  of  its 
members  and  its  community.  “We  are  a  healing  company.  We’re  trying  to  create  a 
healing  environment,  and  part  of  that  healing  is  to  heal  us.” 


-  42  - 


Federal  and  State  Governments  Set  the  Standard  for  Serving  Culturally  Diverse 

Populations 

Bonita  H.  Jacques ,  MSW,  Chief  Office  of  Administrative  Resources,  Washington  State 
Department  of  Social  and  Health  Services 

Mr.  Thomas  Perez,  while  describing  the  Office  for  Civil  Rights’  (OCR)  most  recently 
published  guidance  on  ensuring  meaningful  access  to  health  care,  pointed  out  that  these 
guidelines  are  “a  subset  of  the  broader  issue  of  eliminating  racial  and  ethnic  disparities.” 
He  outlined  the  factors  that  need  to  be  in  place  for  a  successful  program  and  elaborated 
on  the  ways  in  which  his  agency  can  help. 

Any  effort  to  eliminate  disparities  must  look  first  at  the  root  causes.  Mr.  Perez 
acknowledged  that  some  of  these  causes — economics,  geography,  genetic 
predispositions,  lifestyle,  education — are  frequently  cited  as  reasons  why  “communities 
of  color  are  behind  the  curve  in  terms  of  a  number  of  health  indicators.”  But  his  hope  is 
to  bring  to  light  other  reasons  that  are  less  frequently  discussed.  One  of  those  is 
discrimination. 

Mr.  Perez  described  several  cases  of  discrimination  that  OCR  had  dealt  with.  In  South 
Carolina,  a  hospital  had  a  policy  of  not  administering  epidurals  to  non-English-speaking 
women  during  delivery.  In  a  border  town  in  Texas,  hospital  security  personnel  dressed  in 
uniforms  that  closely  resembled  those  of  the  border  patrol.  In  Connecticut,  a  home  health 
agency  was  involved  in  redlining,  denying  services  to  a  minority  public  housing 
development.  He  has  also  heard  complaints  of  managed  care  organizations  bypassing 
certain  zip  codes  in  their  marketing. 

The  good  news,  he  said,  is  that  when  he  has  talked  with  providers  about  the  illegality  of 
these  practices,  they  have  in  general  been  anxious  to  find  out  how  they  can  comply.  To 
explain  how  to  go  about  making  changes,  his  agency  released  the  guidance  that  explains 
what  Title  VI  of  the  Civil  Rights  Act  of  1964  is  and  how  to  apply  it  to  questions  of  access 
to  health  care.  It  offers  a  roadmap  to  providers  as  they  move  toward  compliance.  The 
guidance  is  available  on  the  agency’s  website:  www.hhs.gov/ocr.  He  wanted  the 
audience  to  understand  that  there  are  no  new  requirements  in  the  guidance,  but  instead  an 
elaboration  on  what  Title  VI  has  been  about  for  35  years.  In  essence,  the  message  is,  “It 
is  the  obligation  of  the  health  and  human  service  provider  that  receives  HHS  funding  to 
ensure  that  each  and  every  person  who  is  limited  English-proficient  can  meaningfully 
access  the  program  or  service.” 
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While  the  interpretation  of  “meaningful  access”  may  vary  by  organization,  there  are  four 
factors  that  are  common  to  successful  programs: 

1 )  Assessment.  Without  data  on  the  race  and  ethnicity  of  the  population  served,  the 
provider  cannot  anticipate  needs.  There  are  no  federal,  and  few  state,  prohibitions  on 
data  collection. 

2)  Comprehensive  written  policies.  Too  often,  there  is  an  ad  hoc  approach  to 
translation.  Instead,  policies  need  to  be  spelled  out.  Many  written  forms  must  be 
translated,  particularly  informed  consent.  This  is  important  from  a  civil  rights 
standpoint,  but  also  makes  business  sense  to  avoid  tort  liability. 

3)  Training.  All  staff  must  understand  the  policies.  People  on  the  front  lines  must 
know  that  it  is  not  adequate  to  tell  a  patient  to  go  home  and  return  with  an 
interpreter.  Training  must  be  continual  to  deal  with  staff  turnover. 

4)  Monitoring.  Too  frequently,  there  is  a  gulf  between  policy  and  practice.  There 
must  be  an  understanding  that  the  cost  of  non-compliance  is  a  lawsuit  that  may  cost 
much  more  than  compliance. 

OCR  is  available  to  help  agencies  with  compliance.  They  are  in  the  process  of  gathering 
promising  practices,  and  they  are  anxious  to  share  these.  Among  the  keys  to  building 
successful  programs  are:  commitment  from  the  top,  partnerships  with  all  concerned 
parties,  and  the  wise  use  of  technology.  Mr.  Perez  encouraged  people  to  bring  together 
hospitals,  foundations,  medical  societies,  and  state  governments  to  discuss  these  issues. 

Discussing  the  root  causes  of  disparities  in  health  care,  Mr.  Perez  mentioned  the  issue  of 
fear.  Immigrant  communities  often  do  not  seek  health  services  because  they  fear  that  their 
application  for  citizenship  will  be  jeopardized  if  they  seek  Medicaid  or  SCHIP  benefits. 
He  feels  it  is  critical  to  educate  these  communities  so  that  they  know  their  status  is  not  in 
danger  when  they  apply  for  benefits. 

Mr.  Perez’s  hope  is  that  most  compliance  disputes  can  be  resolved  through  this  kind  of 
education  and  negotiation.  He  also  indicated  that  his  agency  is  involved  in  self- 
assessment  to  make  sure  they  are  practicing  what  they  preach. 
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Federal  and  State  Governments  Set  the  Standard  for  Serving  Culturally  Diverse 

Populations 

Bonita  H.  Jacques,  MSW,  Chief  Office  of  Administrative  Resources,  Washington  State 

Department  of  Social  and  Health  Services 

Ms.  Bonita  Jacques  encouraged  the  audience  to  learn  from  the  experience  of  the 
Department  of  Social  and  Health  Services  (DSHS)  in  the  state  of  Washington  even 
though  each  state’s  challenge  is  unique.  Washington’s  DSHS  is  an  agency  with  19,000 
employees,  administering  a  wide  range  of  services  including  child  welfare,  juvenile 
justice,  rehabilitation  and  disability  services,  home  health,  and  Medicaid.  Her  group, 
called  Language  Interpreter  Services  and  Translation  (LIST),  works  with  all  DSHS 
programs.  “The  mission  of  LIST  is  to  provide  high-quality  language  support  services... 
to  DSHS  programs  that  serve  limited-English-proficient  clients  in  a  professional  and 
cost-effective  manner  to  promote  equal  access,”  she  explained. 

LIST  was  started  a  decade  ago  to  help  DSHS  staff  comply  with  state  and  federal  laws. 
Office  for  Civil  Rights  complaints  and  a  class  action  suit  forced  the  department  to  step  up 
to  the  plate  to  serve  diverse  clients.  As  they  resolved  those  complaints,  they  entered  into 
several  consent  agreements  that  committed  them  to  translating  all  major  communications 
into  five  languages.  For  other  languages,  they  were  required  to  summarize  the  material 
for  the  client.  Today,  the  agency  publishes  every  form,  brochure,  and  publication  in 
seven  languages,  and  translates  every  piece  of  client-specific  documentation  regardless  of 
language.  In  doing  so,  they  have  exceeded  the  requirements  of  the  state  statutes  and  there 
have  been  no  legal  actions  since  1991. 

In  providing  language  support  services,  Ms.  Jacques  pointed  out  that  the  first  challenge  is 
to  make  sure  that  all  materials  are  written  clearly  in  English,  so  that  in  translation  the 
material  can  address  people  at  a  level  they  can  comprehend.  Next  is  the  challenge  of 
finding  interpreters  and  translators  for  an  ever-increasing  number  of  languages. 

Washington  State  DSHS  has  the  capability  to  certify  and  qualify  interpreters  in  any 
language  and  to  certify  translators  in  seven  languages.  They  test  interpreters/translators 
at  six  sites,  four  days  per  month,  and  if  there  is  a  large  enough  group,  they  will  do  on-site 
testing.  While  the  agency  can  test  and  certify  interpreters,  they  do  not  offer  them  full¬ 
time  positions  as  interpreters/translators,  so  they  must  compete  with  other  state  agencies 
as  well  as  large  corporations  who  need  these  services  as  well.  DSHS  contracts  with 
language  agencies  for  interpreter/translation  services.  They  pay  a  consistent  hourly  or  per 
word  rate,  which  varies  slightly  by  county.  It  is  DSHS  policy  to  make  sure  that  an 
interpreter  understands  that  he  or  she  is  not  an  advocate  for  the  patient,  but  is  a 
transmitter  of  information.  This  differs  from  the  role  interpreters  may  be  asked  to  fill  by 
other  agencies. 

Ms.  Jacques  is  pleased  with  the  level  of  service  LIST  is  able  to  provide.  The  $5  million 
spent  by  Washington  State  for  language  services  is  matched  by  Medicaid  for  Medicaid 
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eligible  clients  and  Medicaid  eligible  services.  They  also  provide  Medicaid  matching 
funds  for  health  districts,  health  departments,  the  Title  V  agencies,  and  the  federally- 
qualified  health  centers.  She  noted  that  the  program  also  covers  the  costs  for  doctors’ 
interpreters. 

As  for  future  directions  and  funding,  Ms.  Jacques  supports  the  use  of  technology  for 
remote  interpreters,  but  she  has  found  so  far  that  face-to-face  seems  to  be  the  preferred 
method,  particularly  for  doctors.  Her  hope  for  future  funding  is  that  there  will  be  more 
resources  to  train  interpreters  in  skills  that  will  improve  the  process  and  the  outcomes. 
She  also  hopes  to  have  funding  to  develop  more  culturally  sensitive  tests  for  certifying 
interpreters. 
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The  Role  of  Foundations  in  Supporting  Culturally  Competent  Health  Care 

Malcolm  Williams,  MPP,  Senior  Program  Associate,  Grantmakers  In  Health 

Mr.  Malcolm  Williams  advised  grant-seekers  on  how  best  to  approach  the  diverse  world 
of  foundations  and  encouraged  listeners  to  look  to  foundations  not  only  for  funding  but 
also  for  help  in  identifying  unmet  community  needs.  Understanding  differences  in  the 
type,  size,  organizational/operational  structure,  and  mission  of  a  foundation  can 
streamline  the  search  for  a  match  with  a  given  goal. 

While  Mr.  Williams  commended  the  federal  government  for  progress  toward  its  goal  of 
reducing  and  eliminating  racial  and  ethnic  disparities  in  health,  he  noted  that  foundations 
are  capable  of  choosing  issues  and  offering  opinions  in  ways  that  the  government  cannot. 
To  understand  whether  a  particular  foundation  is  the  right  one  to  approach,  he  suggested 
looking  carefully  at  the  following  characteristics: 

•  Size.  Foundations’  assets  range  from  less  than  $1  million  to  more  than 
$10  billion.  Clearly,  the  kind  of  work  supported  and  the  ability  of  an 
organization  to  make  a  grant  in  a  given  year  will  be  related  to  the  size 
of  those  assets. 

®  Leadership.  Whether  the  foundation  is  staff-  or  board-driven  is 
another  important  factor.  The  organizational  structure  determines  who 
actually  makes  the  decisions. 

•  Type.  He  identified  three  types  of  foundations:  private,  or 
independent;  public,  or  community;  and  corporate.  Private  Foundations 
range  in  size  from  one  of  the  largest.  The  Robert  Wood  Johnson 
Foundation,  to  smaller  family  foundations.  These  organizations  often 
have  a  specific  focus,  but  they  may  also  have  leeway  in  the  type  of 
work  they  do.  Public  or  community  charities  have  the  greatest  ability 
to  become  involved  in  efforts  that  involve  advocacy  or  lobbying. 
Corporate  funding  may  come  from  foundations  endowed  by  health  care 
corporations,  or  grants  made  by  the  philanthropy  ami  of  a  company. 

®  Mission.  The  group’s  mission  may  be  defined  by  geography,  health 
needs,  or  a  combination  of  the  two.  Foundation  missions  can  be  as 
specific  as  addressing  a  disease  in  one  community  or  as  broad  as 
“improving  the  health  of  the  entire  nation.’’ 

•  Strategy.  Mr.  Williams  identified  two  major  grant-making  strategies. 
Initiatives  may  be  foundation-driven,  where  staff  have  been  studying  a 
certain  area  and  want  to  move  or  influence  that  area  within  their 
community.  In  this  case  they  ask  for  requests  for  proposals  (RFPs). 
Or,  a  foundation  may  be  more  responsive  to  requests  that  are  sent  to 
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them  from  their  community  constituency,  and  in  that  case,  the  request 
may  not  have  to  fit  as  precisely  within  the  foundation’s  strategic  plan. 

•  Attitude  toward  policy-related  and  government  projects.  Those 
working  in  public  policy  need  to  assess  whether  a  foundation  is  put  off 
by  efforts  that  might  involve  lobbying  and  advocacy.  Some 
foundations  may  feel  that  they  “could  get  in  trouble  for  the  kind  of 
work  that  they  are  doing.”  Mr.  Williams  pointed  out  that  this  is  an 
attitude  that  is  slow  to  change. 

•  Your  own  goals.  While  foundations  can  be  viewed  as  “just  the  folks 
that  give  money  away  to  get  things  done,”  they  can  also  advise  and 
“convene  organizations  ...to  talk  about  specific  issues.”  They  may  even 
operate  their  own  programs. 

Grantmakers  In  Health  can  help  people  collect  this  information.  The  Foundation  Center, 
located  in  New  York  City,  also  is  dedicated  to  making  this  information  available.  But 
once  this  information  is  collected,  the  most  important  work  begins. 

“The  next  step  isn’t  just  writing  the  proposal  after  you  find  this  all  out.  It’s  developing  a 
relationship  with  the  staff  of  the  foundation.  .  .  .that’s  the  single  most  important  thing,”  he 
said.  The  staff  is  generally  made  up  of  experts  in  their  field:  they  can  help  in  the 
development  of  programs;  they  can  provide  insight  into  the  work  of  the  foundation,  the 
history  as  well  as  the  recent  changes;  they  can  serve  as  the  grant-seeker’s  advocate;  they 
can  influence  the  foundation  toward  change;  and  they  can  make  it  possible  to  form  a  true 
partnership.  “A  partnership  means  involving  the  foundation  at  all  levels  of  their  work,” 
Mr.  Williams  said.  They  can  and  should  be  active  in  all  phases  of  the  program,  including 
developing  ideas  for  new  programs. 

To  illustrate  the  variety  of  foundation  initiatives  in  the  area  of  integrating  cultural 
competence  into  health  care,  Mr.  Williams  gave  some  examples.  Some  of  the  work 
focuses  on  funding  only  interpretation  and  translation.  Other  foundations  have  adopted  a 
broader  vision  in  focusing  on  racial  and  ethnic  disparities.  In  his  concluding  remarks,  Mr. 
Williams  highlighted  the  following  programs  because  they  emphasize  the  kind  of  wide- 
ranging  strategies  that  are  needed  to  address  disparities. 

•  The  California  Endowment  works  to  develop  the  field  of  multi¬ 
cultural  health  by  promoting  community-driven  strategies  that  reduce 
socio-cultural  barriers  to  health  through  its  responsive  and  strategic 
grantmaking  programs  in  the  state  of  California. 

•  The  Commonwealth  Fund  has  devoted  significant  resources  for  the 
purpose  of  addressing  the  needs  of  minority  populations.  It  has  two 
strategic  priorities:  (1)  improving  the  quality  of  care  for  an  increasingly 
racially  diverse  population;  and  (2)  developing  physician  leaders  in 
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health  policy  who  have  a  strong  commitment  to  the  needs  of  minority 
patients  and  their  communities. 

The  Henry  J.  Kaiser  Family  Foundation’s  activities  in  minority 
health  are  focused  on  efforts  to  reduce  racial  and  ethnic  disparities  in 
health  care  access.  Through  both  policy  research  and  analysis,  and 
media  and  public  education  activities,  the  Foundation  seeks  to  develop 
more  effective  solutions  to  the  problems  contributing  to  the  poorer 
health  access  and  outcomes  experienced  by  many  racial  and  ethnic 
minority  Americans. 

The  Northwest  Health  Foundation  is  the  largest  Oregon-based 
grantmaker  focusing  on  health.  It  has  served  the  health  needs  of 
minority  populations  and  sought  to  build  non-traditional  collaborations 
with  other  foundations,  applicants,  and  community-based 
organizations. 
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STATE  UNIVERSITY  OF  NEW  YORK 
DOWNSTATE  MEDICAL  CENTER 

Box  1240 
450  Clarkson  Avenue 
Brooklyn,  NY  11203 
PH:  718-270-7727 
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